





A World Federation of 
General Surgeons and 
Surgical Specialists, Inc. 





urnaVof the @ dig. N 
-  \of Surgeons 


\ 
% 4 


f y 





Plan to Attend... 
THE MID-ATLANTIC REGION MEETING 


UNITED STATES SECTION 


INTERNATIONAL COLLEGE OF SURGEONS 


TRAYMORE HOTEL 


AIR SERVICE 


Air service from most 
points to Atlantic City is 
via the Philadelphia In- 
ternational Airport. Serv- 
iced 24 hours daily by 10 
leading air lines—United, 
Eastern, National, North- 
east, Capital, Delta, 
American, TWA, Alle- 
gheny, and Pan American 
Airways .. . Limousine 
service direct to TRAY- 
MORE or any other At- 
lantic City Hotel in about 
75 minutes. Service oper- 
ates four times daily. Fare 
$5.00 from Philadelphia 
Airport to Atlantic City. 
Same service on return 
trip. 


October 12-14, incl. 1961 




















MOTORING TO ATLANTIC CITY 


ATLANTIC CITY, N. J. 


TRAIN SERVICE 
Train service by connec- 
tion with the Pennsyl- 
vania-Reading Seashore 
Lines at 30th Street or 
North Broad Street sta- 
tions of the Pennsylvania 
Railroad in Philadelphia. 
Four trains operate daily 
in each direction, three 
on weekends. 


BUS SERVICE 
Excellent bus schedules 
prevail for short dis- 
tances. More than 40 
daily buses, many of 
which are non-stop ex- 
presses, reach Atlantic 
City in 2% hours from 
the Port of New York 
Authority Bus Terminal 
in New York City. 


From the west the turnpike systems from Chicago east to Philadelphia, then Philadelphia’s Schuy- 
kill Expressway to the Walt Whitman Bridge, will lead to Atlantic City without stopping for a 


traffic light. 


From New York state, similar highway convenience is afforded by the New York 


Throughway, connecting to the Garden State Parkway. Motorists from the south highway 40, 


out of Washington. 


STATES AND REGENTS COMPRISING THE MID-ATLANTIC REGION 


NEW JERSEY 


Ear J. HALLIGAN, M.D., F.A.C.S., F.1.C.S. 
254 Montgomery Street, Jersey City 


PENNSYLVANIA 


CHARLES J. BARONE, M.D., F.A.C.S., F.I.C.S. 
3347 Forbes Street, Pittsburgh 


DELAWARE 


RAYMOND ADDISON LYNCH, M.D., F.I.C.S. 
619 Delaware Avenue, Wilmington 


Dr. Davin B. ALLMAN 


Atlantic City, N. J. 


MARYLAND 


VIRGINIA 


WEST VIRGINIA 


FOR THE MEETING 
Co-Chairmen 


Dr. EARL J. HALLIGAN 
Jersey City, N. J. 


EDGAR FRANK BERMAN, M.D., F.A.C.S., F.1.C.S. 
701 Cathedral Street, Baltimore 


ELBYRNE GrRaDyY GILL, M.D., F.A.C.S., F.1.C.S. 
P.O. Box 1789, Roanoke 


Wm. C. D. McCuskEY, M.D., F.A.C.S., F.I.C.S. 
60 Fourteenth Street, Wheeling 


Dr. HARRY SUBIN 
Atlantic City, N. J. 


For information, write to Secretary, United States Section, 
International College of Surgeons, 1516 Lake Shore Drive, Chicago 10, Iil. 











FOUNDED BY DR. MAX THOREK 


The Journal of the 
International College of Surgeons 


Official monthly publication of the International College of Surgeons 


Edited by Philip Thorek, M.D., F.A.C.S., F.I.C.S. 


EDITORIAL BOARD 


Lyon H. Appleby, M.D., C.M., L.R.C.P., F.R.C.S. Albert Jentzer, M.D., F.I.C.S. 
(Eng.), F.R.C.S. (Can.), F.A.C.S., F.1.C.S. Geneva, Switzerland 


Vancouver, B. C., Canada William Carpenter MacCarty Jr., M.D., 
Harry E. Bacon, M.D., F.A.C.S., F.I.C.S., F.R.S.M. F.I.C.S. (Hon.) 
Philadelphia, Pennsylvania Hanover, New Hampshire 
Hamilton Bailey, M.D., F.R.C.S., F.I.C.S. (Hon.) Charles Pierre Mathé, F.A.C.S., F.I.C.S. 
London, England San Francisco, California 
Raffaele Bastianelli, M.D., F.I.C.S. (Hon.) Vasant P. Mehta, M.D., M.S., F.C.P.S., F.I.C.S. 
Rome, Italy Bombay, India 
Ruston N. Cooper, M.S., F.R.C.S. (Eng.), F.R.C.P. Henry W. Meyerding, M.D., F.A.C.S., F.I.C.S. 
(Eng.), F.LC.S. Rochester, Minnesota 
Bombay, India lok NE M.D. FICS. {H 
Paul C. Craig, M.D., F.A.C.S., F.I.C.S. ee 


Reading, Pennsylvania 


Raymond Darget, M.D., F.1.C.S. 
Bordeaux, France 


A. Mario Dogliotti, M.D., F.1.C.S. (Hon.) 
Torino, Italy 


Curtice Rosser, M.D., F.A.C.S., F.1.C.S. 
Dallas, Texas 


Robert L. Sanders, M.D., F.A.C.S., F.I.C.S. (Hon.) 
Nashville, Tennessee 


Henry M. Scheer, M.D., F.A.C.S., F.1.C.S. 


Gordon Heyd, M.D., F.A.C.S., F.I.C.S. (Hon.) New York City, New York 

New York 

Jorge Taiana, M.D., F.I.C.S, 

Claude J. Hunt, M.D., F.A.C.S., F:LGS: Buenos Aires, Argentina 

Kansas City, Missouri Philip Thorek, M.D., F.A.C.S., F.I.C.S. 
Oscar Ivanissevich, M.D., F.1.C.S. (Hon.) Chicago, Illinois 

Buenos Aires, Argentina Stephen A. Zieman, M.D., F.A.C.S., F.1.C.S. 
Arnold Jackson, M.D., F.A.C.S., F.I.C.S. Abstract Editor 

Madison, Wisconsin Mobile, Alabama 


PUBLICATIONS COMMITTEE 
Philip Thorek, M.D., Editor-in-Chief, Chairman 


Patrick Clarkson, M.B., F.R.C.S. (Eng.) Carlos Gama, M.D. 
A. Mario Dogliotti, M.D. Morris T. Friedell, M.D. 
John Fahey, M.D. Henry W. Meyerding, M.D. 
SUMMARY EDITORS 
Dr. Manuel de Cardenas M. Edwin Fawer 
San Sebastian, Spain Geneva, Switzerland 
Spanish French 
Dr. Antonello Franchini and Dr. Martin Mini, Dr. Fritz Rothbart 
Bologna, Italy Chicago, Illinois 
Italian German 


David Serson Neto, M.D. 
Sao Paulo, Brazil 
Portuguese 


XV 








FOUNDED BY DR. MAX THOREK 


Che Journal of the 
Juternational College of Surgeons 


Official monthly publication of the International College of Surgeons 
FOUNDED BY DR. ANDRE CROTTI 


Editor-in-Chief 
PHILIP THOREK, M.D., F.A.C.S., F.I.C.S. 


Associate Editor 
Morris T. FRIEDELL, M.D., F.A.C.S., F.I.C.S. 


Consulting Editor 
Morris FISHBEIN, M.D., F.I.C.S. (Hon.) 


Assistant Editors 


DOROTHY LANGLEY 
HELEN WEISS 


Specialty Editors 


Abdominal Surgery 
Claude J. Hunt, M.D., F.A.C.S., F.I.C.S., D.A.B. 
Kansas City, Missouri 


Cardiovascular Surgery 


Bert Hollis Cotton, M.D., F.I.C.S., D.A.B. 
Los Angeles, California 


Genitourinary Surgery 
Michael K. O’Heeron, M.D., F.A.C.S., F.I.C.S. 
Houston, Texas 


Neurologic Surgery 
James W. Watts, M.D., F.A.C.S., F.1.C.S. 
Washington, D. C. 


Obstetric and Gynecologic Surgery 
J. P. Greenhill, M.D., F.A.C.S., F.I.C.S. 
Chicago, Illinois 


Ophthalmologic Surgery 
Paul C. Craig, M.D., F.A.C.S., F.I.C.S. 
Reading, Pennsylvania 


Orthopedic Surgery 
Edward L. Compere, M.D., F.A.C.S., F.I.C.S. 
Chicago, Illinois 


XVI 


Otolaryngologic Surgery 

Francis L. Lederer, M.D., F.A.C.S., F.1.C.S. 
Chicago, Illinois 

Plastic and Reconstructive Surgery 

Neal Owens, M.D., F.A.C.S., F.I.C.S. 
New Orleans, Louisiana 

Proctologic Surgery 

Harry E. Bacon, M.D., F.A.C.S., F.I.C.S. 
Philadelphia, Pennsylvania 

Curtice Rosser, M.D., F.A.C.S., F.I.C.S. 
Dallas, Texas 


Surgery-of Thyroid, Parathyroids and Thymus 

Arnold S. Jackson, M.D., F.A.C.S., F.I.C.S. 
Madison, Wisconsin 

Thoracic Surgery 

Thomas J. Kinsella, M.D., F.A.C.S., F.I.C.S. 
Minneapolis, Minnesota 

Traumatic Surgery 

N. Gillmor Long, M.D., F.I.C.S. 
Chicago, Illinois 

Allied Sciences 

Paul Bernard Szanto, M.D., F.A.C.P., F.I.C.S. 
Chicago, Illinois 

















The Fournal of the 
International College of Surgeons 


Official monthly publication of the International College of Surgeons 


VOLUME 36, NUMBER 1 
CONTENTS JULY, 1961 


ABDOMINAL SURGERY 


Ay New: Approach to Bilateral Herne <.32.-0.0) 640 ee ek GR Oe 1 
Jerome J. Moses, M.D., F.I.C.S., and Adolph M. Maller, M.D., F.1LC.S., 
Chicago, Illinois 
8 


Biological Stressors in Atmospheric and Extra-Atmospheric Flight ..............-. 
Charles F. Gell, M.D., Dallas, Texas 


GENITOURINARY SURGERY 
Cushing’s Syndrome: Report of Two Cases of Adrenal Adenoma .................+-- 15 


William S. Moskovitz, Captain M.C., U.S.A., George L. Johnson, Captain M.C., U.S.A., 
and Warner F. Bowers, Colonel M.C., U.S.A., Honolulu, Hawaii 


Parapelvic Cysts of the Kidney (So-Called Pyelolymphatic Cysts).................. 22 


Benjamin S. Abeshouse, M.D., and George A. Abeshouse, M.D., 
Baltimore, Maryland 


OBSTETRIC AND GYNECOLOGIC SURGERY 
Endometrial Adenocarcinoma in Women Under the Age of Forty:..............-.46. 


Johnnie R. Betson Jr., M.D., Albuquerque, New Mexico, and 
Charles D. Alford, M.D., Hammond, Louisiana 


OPHTHALMOLOGIC SURGERY 


Operation: for Cataract:and Allied: Proceduras® .<. soso cine oc o.0lese 0:46 sje ees asco es 


Albert C. Esposito, B.S., M.D., F.A.C.S., F.1.C.8., D.A.B., 
Huntington, West Virginia 


Congenital Cataract: Classification and Symptoms ..............0ceeeeeeeeeeeeees 
R. M. Ramsey, M.D., Winnipeg, Canada 


XVII 








ORTHOPEDIC SURGERY 


Boyan Hadjistamoff, M.D., Plovdid, Bulgaria 


PROCTOLOGIC SURGERY 


Experience with Partial Arthrectomy for Tuberculosis of the Knee Joint .......... 9 


TE TORO TOEMUNOONE OF FP RIOHIUOL COINS: cow. cas oc coed ce bee ec sec cbeeeeeeees cp! 
Julian A. Rickles, M.D., Miami, Florida 
A New Effective Hydrocortisone Ointment ... . oo. ce cece he wee ene e ens 77 
Mark M. Marks, M.D., F.1.C.S., D.A.B., Kansas City, Missouri 
SURGERY OF THE THYROID AND PARATHYROIDS 
Nodular Goiter: Incidence, Treatment and Results ............ 00.00. cece cece eens 85 
J. W. Welch, M.D., C. A. Hellwig, M.D., V. E. Chesky, M.D., and 
Irene A. Koeneke, M.D., Halstead, Kansas 
SECTION EN FRANCAIS 
La Resection-Angulation (The Resection-Angulation Technic) ..................0-. 95 
Rene Charry, M.D., F.1.C.S., Paris, France 
SECTION EN ESPANOL 
Pancreatitis Aguda en Puerperio (Acute Pancreatitis During the Puerperium) ...... 113 
Eduardo Garcia Cepeda, M.D., Mexico D. F., Mexico 
EDITORIAL 
Nikolai Ivanovich Pirigov: A Tribute on the Sesquicentennial of His Birth 118 
S. E. Hadda, M.D., F.1.C.S., Jamaica, New York 
Rtas NII Rt Oe ea Ree ae GA ana Cas aS Sd oe oe Lo, sw. 4 esi wks Sus seis ae sblaneranee'y 133 
PAUP Pa AATEC SETA TOURS ois cre ES Si ek ve beec cee dsueresess 139 

















FOUNDED BY DR. MAX THOREK 


Che Inurnal of the 
Iuternational College of Surgeons 


FOUNDED IN GENEVA, SWITZERLAND, 1935 - INCORPORATED IN WASHINGTON, D. C., 1940 








JULY, 1961 No,1 


Abdominal Surgery 


A New Approach to Bilateral Hernia 


JEROME J. MOSES, M.D., F.A.C.S., F.I.C.S., D.A.B. 


AND 


ADOLPH M. MALLER, M.D., F.I.C.S. 


CHICAGO, ILLINOIS 


appeared a method of hernia repair 

that meets with universal approval. 
Each new procedure is enthusiastically en- 
dorsed by some and condemned by others. 
Variations in the inguinal structures them- 
selves, compounded by pathologic differ- 
ences in the types of inguinal hernias and 
their extent, preclude the employment of 


U: TO THE present day there has not 





From the Department of Surgery, Chicago Medical School, 


and the American Hospital, Chicago. 

Read at a Regional Meeting of the Southern California 
Division, International College of Surgeons, Las Vegas, 
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any one operation as a routine procedure. 
Repair of bilateral inguinal hernia has al- 
ways posed a problem to the surgeon: 
whether to do only one side and wait days, 
months or even years for the other, or 
whether to do the other side at once. There 
has been no unanimity of opinion. 

In this paper we are advocating a single 
incision for the approach to both hernial 
orifices. With adequate assistance, the re- 
pair of the two hernial defects can be done 
simultaneously. The time required for sur- 
gical repair of both sides, therefore, is the 
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The purpose of this paper is two- 
fold: first, to point out and re-em- 
phasize the advantages of a single 
incisive approach to the repair of 
bilateral inguinal hernia, and sec- 
ond, to indicate the advantage of 
employing two surgical teams for 
this simultaneous repair. 


“eycles of changing opinion. 











same as that required for the repair of one 
side. Figure 1 illustrates the position of 
the two surgical teams at the operating 
table. This economy in operating time has 
distinct advantages for the young patient 
as well as for the older one, who may not 
be a good risk. 
We have been using the Pfannenstiel in- 
cision, a suprapubic transverse incision, 
through which both external rings are 
easily accessible and are under direct ob- 
servation (Fig. 2, A and B). This ap- 
proach was originally advocated by the 
late Dr. E. S. Judd Sr., of the Mayo Clinic, 
but this incision and approach, like other 
surgical procedures, has varied with the 










Resident 
Resident B 
A 
Surgeon 
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Fig. 1.—Positions of two surgical teams at oper- 
ating table. 
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We altered, 
amplified and extended this procedure by 
operating simultaneously on the two her- 
nias,,and our results have been gratifying 
and, in our opinion, excellent. 

In this series of 156 patients aged from 

4 to 82, the operating time ranged from 
eighteen to thirty minutes. In 2 cases 
(1.27 per cent), there was recurrence. In 
1 it occurred six months after the opera- 
tion and in the other two and a half years 
later. The first recurrence, in a man aged 
80, followed severe tracheobronchitis and 
a persistent cough; the second, in a chron- 
ically constipated man aged 64 who had 
moved heavy furniture. Any surgical pro- 
cedure that best fits the type of hernia in 
the particular case can be done through 
the transverse incision, including the op- 
exations of Bassini, McNealy, McVay, 
Andrews, and Ferguson, as well as relaxa- 
tion or grafting of the rectus sheath. 

Anatomically, several important facts 

must be kept in mind: 

1. The external ring is nothing more 
than a hole or passageway through 
the aponeurosis of the external ab- 
dominal oblique muscle. 

2. The internal oblique muscle contrib- 
utes nothing to the inguinal canal 
except the fine interlacing muscle 
fibers and fascia known as the cre- 
master muscle and fascia. 

3. The internal ring is nothing more 
than a hole or defect in the trans- 
versalis fascia. 


The most important of the deep fascia 
in relation to inguinal hernia, is the trans- 
versalis fascia. This dense fascia, gener- 
ally called the endo-abdominal fascia, is a 
continuous sheet that completely envelops 
the abdominal cavity. When it covers a 
specific muscle, it may be referred to by 
its association with that muscle; for ex- 
ample, that part of it which covers the 
iliopsoas muscle is known as the iliac 
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fascia, and the part that lies beneath the 
transversus abdominis muscle is known as 
the transversalis fascia. It dips below the 
free edge of the transversus abdominis 
muscle to form the floor of the inguinal 
canal. At the point where the internal 
spermatic vessels and the vas deferens 
leave the abdomen to enter the inguinal 
canal, the transversalis fascia converges 
upon them to form a ring, the internal ab- 
dominal ring, and then continues over the 
vessels and vas as the internal spermatic 
fascia. 








MOSES AND MALLER: BILATERAL HERNIA 


The sac of an indirect hernia takes a 
course anterior and medial to the vessels 
and vas and therefore is within the in- 
ternal spermatic fascia. After dissection 
and division of the external spermatic 
fascia, the cremaster fibers and the in- 
ternal spermatic fascia one must look for 
the sac of an indirect hernia at the upper 
inner quadrant of the cord at its exit at 
the internal ring. It must be emphasized 
that the fibers of the cremaster, internal 
oblique and transversus abdominis muscles 
take no part in the formation of the in- 


Fig. 2.—Suprapubic transverse incision (Pfannenstiel), which makes both external rings accessible. 
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Fig. 3.—Repair of indirect inguinal hernia on right and direct inguinal hernia on left (see text). 


ternal abdominal ring. In a case of direct 
hernia, the sac pushes through a defect 
in the transversalis fascia in the region 
of Hesselbach’s triangle. 

Essentially, the most important steps in 
repair of an indirect hernia are high liga- 
tion of the peritoneal sac and repair of the 
defect in the transversalis fascia. Any 
additional surgical maneuvers are aimed 
at further strengthening the floor of the 
inguinal canal. 

Any surgeon who has performed this 
operation, of course, may question whether 
even a good scrub nurse can keep both sur- 
geons supplied with the proper suture ma- 
terial. We ourselves solve this problem by 
using the same suture material at the same 
point in the surgical procedure. For peri- 
toneum and the deeper tendinous struc- 
tures immediately anterior to the perito- 


neum, as well as for fascial support and 
rectus sheath grafts, we use cotton No. 24. 
For closure of the external oblique apon- 
eurosis, we use chromic catgut No. 00. 

Selection of the operative technic de- 
pends upon the type of hernia and the type 
of tissue involved in the repair. If the 
lesion proves to be bilateral indirect her- 
nia, the procedure of choice will be bi- 
laterally identical, as depicted on the right 
side of each of the accompanying illustra- 
tions. If the hernia is of the bilateral 
direct type the procedure of choice will be 
bilaterally identical as pictured on the left 
side of each illustration. The advantages 
of this procedure are summarized in the 
statement that any technic can be em- 
ployed on either side. 

Figures 2, 3, 4 and 5 show various steps 
in the repair of an indirect inguinal hernia 








VOL. 36, NO. 1 


on the right side and the repair of a direct 
inguinal hernia on the left. For many 
years we have used a rectus sheath graft 
to reinforce the floor of the inguinal canal 
in all cases of direct hernia and also in 
the repair of indirect hernia in elderly 
persons. 

Figure 6 shows a femoral hernia which, 
if incarcerated, can easily be reduced by 
incision at the point of insertion of the 
iliopubic tract into Cooper’s ligament at 
the medial side of the femoral ring. Figure 
7 indicates the skin closure. It may be 
well to emphasize the fact that meticulous 
care must be taken to insure adequate he- 
mostasis prior to closure of the wound. 


MOSES AND MALLER: BHLATERAL HERNIA 


In our opinion, Pfannenstiel’s incision 
and simultaneous operation for bilateral 
hernia is an advantageous procedure, for 
the following reasons: 

1. The operating time is reduced by 

half. 

2. The transverse incision across the 
lower part of the abdomen follows 
the line of skin tension, which is less 
likely than other areas to become in- 
fected. The usual inguinal incision 
approaches the groin, and its distal 
portion is subject to constant pres- 
sure from the opposing surface of 
the thigh and the lower part of the 
abdominal wall. 





Fig. 4.—Repair of indirect inguinal hernia on right and direct inguinal hernia on left (see text). 
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Fig. 5.—Repair of indirect inguinal hernia on right side and direct inguinal hernia on left side 
(see text). 


3. Changes of dressing are made easier, 
because the use of a transverse in- 
cision enables the surgeon to avoid 
the folds of the groin. 

4. Abdominal support is improved and 
recovery accelerated. 

5. Adhesive scarring does not occur be- 
tween the incision in the anterior 
abdominal wall and those in the 
aponeurosis of the external oblique 
muscle, as both are lateral to the 
skin incision. 





Fig. 6.—Femoral hernia which, if incarcerated, is 
easily reducible (see text). 
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4 
4 


Projected beneath skin are the — 
closures of apon. of ext. oblique 


Fig. 7.—Closure of skin after repair of hernia 
illustrated in Figure 6. 





ZUSAM MENFASSUNG 


Der Verfasser beabsichtigt zweierlei 
mit der Verd6dffentlichung dieser Arbeit. 
Erstens will er von neuem auf die Vorziige 
eines einmaligen energischen Eingriffs zur 


MOSES AND MALLER: BILATERAL HERNIA 


Reparatur einer doppelseitigen Inguinal- 
hernie hinweisen, und zweitens will er die 
Vorteile des gleichzeitigen Arbeitens 
zweier Operationsmannschaften zur Re- 
paratur dieser Briiche hervorheben. 


RIASSUNTO 


Lo scopo di questo lavoro e’ il seguente 
sottolineare e richiamare nuovamente |’at- 
tenzione sui vantaggi dell’incisione unica 
nella cura delle ernie inguinali bilaterali 
e dell’impiego simultaneo di due squadre 
operatorie. 

RESUMEN 


El objeto de este trabajo es doble: volver 
a llamar la atencién sobre la conveniencia 
de operar la hernia doble por una sola in- 
cisidn y aconsejar este tratamiento quirtr- 
gico trabajando al tiempo dos equip 
quirurgicos. 
RESUME 


Ce travail a un double but: 1) attirer 
l’attention et souligner 4 nouveau les avan- 
tages d’une incision unique pour la répara- 
tion des hernies inguinales bilatérales; 2) 
montrer les avantages qu’il y a a disposer 
de deux équipes pour la réparation simul- 
tanée de ces hernies. 


It seems a pity that the world should throw away so many good things merely 


because they are unwholesome. 


I doubt if God has given us any refreshment 


which, taken in moderation, is unwholesome, except microbes. 


—Mark Twain 








Biological Stressors in Atmospheric and 


Extra-Atmospheric Flight’ 


CHARLES F. GELL, M.D.** 


DALLAS, TEXAS 


and extra-atmospheric (space) flight 

are common to the two media. On 
the surface of the earth man’s require- 
ments are met fully, but as he ascends he 
gradually becomes beset by increasingly 
greater environmental changes that make 
his life more and more insecure until, 
when he is finally in space, his living 
requirements are totally unsupported. It 
is because of this continuity of increasing 
criticality of stressors as it involves man 
from the ground to outer space that many 


r T HE biologic stressors in atmospheric 
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The present and prospective dif- 
ticulties and problems of the “space 
age” are here presented, especially 
with regard to the biologic stresses . 
involved in atmospheric and extra- 
atmospheric flight. The author 
briefly recalls the salient point of the 
early history of aviation and the 
medical point of view, which, gen- 
erally speaking, is chiefly concerned 
with physiologic problems. The pros- 
pect of interplanetary or astral space 
flight confronts the scientist with a 
stern challenge indeed. 











consider the so-called specialty of space 
medicine merely an extension of the other 
specialty, aviation medicine. 

Basically, man is a very fragile creature. 
He lives within narrow limits of tolerance 
of breathing with regard to the inhalation 
of gas concentrations, adjustment to tem- 
perature variants and the requirements of 
nutrition. He is easily poisoned by toxic 
substances and is not very resistant to 
particles of high kinetic energy. Conse- 
quently, the ascension of man into the 
void surrounding him may be described 
as gradual exposure to an increasingly 
hostile environment. 

The early involvement of medicine and 
biology in the resulting problems is in- 
dicated by the following incidents: 

John Jeffries made the first known aerial 
medical observations in a balloon flight 
across the English Channel in 1785. 

Glaisher and Coxwell made a balloon 
ascension to 29,000 feet in 1862. Glaisher 
carefully recorded the effects of acute 
anoxia, and his recordings compare favor- 
ably with those of today. 

Tissandier, Croce and Sivel made a 
balloon ascension to 29,500 feet in 1875. 
Despite the fact that these men had crude 
oxygen equipment, 2 of them succumbed 
to anoxic anoxia. Only Tissandier sur- 
vived. These men, too, had made accurate 
observations as to their physiologic state. 

Paul Bert, a French physiologist, was 
so much stimulated by the last-mentioned 
flight that he continued his work in his 
baro chamber. In 1878 he published his 
classic work La Pression Barometrique, of 











VOL. 36, NO. 1 


1,168 pages, which is considered a funda- 
mental text to a large extent, even to 
this day. 

The science of aviation, like all new and 
unknown sciences, incurred the disap- 
proval of the theologians, the doubt of 
scientists and the distrust of the public. 
Despite this, ever since the Wright Broth- 
ers made their contribution to history, 
certain physicians have identified them- 
selves with flying because of their interest 
in aviation and its biologic problems. 

During the first World War the associa- 
tion of the aeromedical specialist and the 
air groups became an apparent require- 
ment. This has evolved into the present 
cadres of flight surgeons in the Army, 
the Navy and the Air Force. 

The advent of the second World War 
found the medical man and the physi- 
ologist poorly prepared for the avalanche 
of biologic problems that were to arise 
with extensive manned flight. Actually, 
they are still running a bad second to tech- 
nologic developments. The medical profes- 
sion can be blamed partly for lack of 
imagination and appreciation of aviation, 
but in general the policy has prevailed for 
years of providing lavishly for engineer- 
ing developmental work and only to a nig- 
gardly extent for biologic investigation. 
For an example, the price of one modern 
airplane equals the entire yearly budget 
of the Air Crew Equipment Laboratory 
and the Aviation Medical Acceleration 
Laboratory. 

Good progress has been made, however, 
despite the impression one gets from the 
engineers that all answers to biologic 
problems can be obtained from a medical 
textbook. Today there are several Aero 
Medical Laboratories, two flight surgeons’ 
schools and many universities engaged in 
aeromedical investigations. : 

Aviation medicine is a science that cuts 
across the paths of several specialties, 
including physiology, ophthalmology, oto- 
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rhinolaryngology, cardiovascular problems 
and psychology. For example, the psychol- 
ogist is concerned in the selection of the 
flier and the maintenance of his psychic 
fitness during his service. People fly for 
various reasons. Some fly because it is 
a comparatively well paid profession. 
This, in my estimation, is a satisfactory 
reason; it conforms to the choice of a pro- 
fession in many other fields. Some people 
take to flying as a compensation to the 
ego. There is the case of the little man 
who is just as clever as the big man and, 
weight for weight, is just as strong and 
well developed. Yet he never makes the 
football team and never becomes an ath- 
letic hero, because of his relative size. 
Like the pistol, the airplane is a great 
leveler. It will answer to the control of 
a small man as well as to that of a large 
man. It is interesting to reflect on the 
stature of many outstanding aeronauts. 
In my opinion, elevation of the ego 
is also an admissible reason for flying. 
The ideal reason, of course, is the one oc- 
casionally encountered, i.e., the pilot flies 
for the pure love of flying. Many psycho- 
logically unsound persons have tried to 
get into aviation and will attempt to in- 
ject themselves into space flying. These 
people must be ferreted out and restrained 
from killing themselves and other people, 
as well as from causing major destruction 
of public property. 

By and large, the involvement of the 
medical man is due chiefly to the physi- 
ologic problems inherent in aviation and 
space flight. The homeostasis of Cannon 
and the maintenance of Claude Bernard’s 
internal milieu are dependent upon a 
stable environment. In aviation and space 
flight there is no stable environment. With 
a constant changing of the external milieu, 
coupled with varying speed and varying 
exposures to radiation, the aviator encoun- 
ters some profound physiologic changes 
due to stressful conditions. These stresses 
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can be classified and discussed under the 
following heads: 


Stresses Induced by Reduced Baromet- 
ric Pressures.—These include (a) reduc- 
tion of pO2; (b) gaseous expansion in 
gross cavitics of the body; (c) aero- 
dontalgia; (d) aeroembolism; (e) explo- 
sive decompression; (f) toxic gases; (g) 
thermal variants; (h) fatigue, and (i) 
various radiations. 


Stresses Induced by Exaggerated Kinet- 
ics.—These are due to variations in accel- 
eration and deceleration, as follows: 

Linear and vertical 
Radial 

Positive 

Negative 

Transverse 
Tumbling or epicyclic 
Angular 


Exaggerated kinetic effects may also 
be produced by vibrations, noise or the 
sensation of weightlessness. 

The problems these stressors cause in 
atmospheric flight have been fairly satis- 
factorily solved by the development and 
use of adjuvant equipment. 

The problem of reduced oxygen tension, 
for instance, has been solved by the devel- 
opment of oxygen masks, regulators, pres- 
surized suits and cabins. 

The problem of acceleration and deceler- 
ation has been solved by the use of anti-G 
suits and by the fact that the aircraft 
itself is not subject to stress much beyond 
the human limits. 

Flight in space, however, encumbers the 
medical profession with many biomedical 
problems that have only theoretical solu- 
tions. 

It may be that in consideration of these 
factors our first spacemen are still, so to 
speak, playing marbles in short pants. In 
view of the many potential medical prob- 
lems, it may be that the romanticizing 
of the Mercury astronauts is a little pre- 
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mature. Perhaps they will be too old when 
the great day arrives. Certainly there will 
be no human space flying until we are 
sure that the astronauts can be brought 
back alive. 

Man’s living requirements in space may 
be classified grossly as follows: 

1. He requires a closed pressurized 
cabin that will provide a constant supply 
of oxygen, reabsorb waste gases and 
odors, keep him warm, provide a source 
of nutriment and protect him from radia- 
tion. 

2. He requires protection from the un- 
usual acceleration loadings in escape and 
reentry and special provision for the 
weightless state. 

3. He requires psychic support for the 
ordeal of loneliness, confinement and dan- 
ger if his performance is to be adequate. 

When one speaks of manned space 
flight, outer space must necessarily be 
divided into zones. These may be described 
as earth orbiting, earth to moon, earth to 
planets and earth to stars. The medical 
problems of providing for a source of 
oxygen, carbon dioxide absorption, food 
and water for an earth orbiting or a trip 
to the moon and back have been fairly 
well solved. Oxygen can be supplied in 
sufficient quantity in the liquid or chem- 
ical state. Carbon dioxide absorbents can 
be carried; so can sufficient food and 
water. In one of the Navy’s laboratories 
6 men have been confined for eight days 
in a land-bound spaceship provisioned in 
this manner. These men were incom- 
municado and could not see out. They 
performed satisfactorily and were phys- 
ically and psychologically sound after 
their “trip.” 

Interplanetary or astral space flight, 
however, is a sterner task. To carry sup- 
plies for trips that will last months or 
years is out of the question. A great deal 
of research and development, therefore, 
is going on in so-called recycling methods. 
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By these methods all wastes are thrown 
back into the pot for reconversion to us- 
able supplies. The exhaled carbon dioxide, 
instead of being absorbed by a chemical, 
is converted to oxygen for rebreathing and 
to a carbohydrate that possibly can be 
used for food. The water exhaled and 
excreted by the crew is recycled for con- 
tinued use as drinking water. Even body 
wastes are envisioned as potential food 
by conversion. One of the methods now 
being explored is the use of algae as an 
agent in the recycling process. The 
breathing requirement of algae as to gas 
is the reverse of the human requirement. 
It utilizes carbon dioxide and excretes 
oxygen. It can feed on man’s wastes and 
can itself be used as food. As a result, it 
appears to offer the complementary phase 
of recycling for the human being. A great 
deal of work is being done on this method 
in relation to submarines. 

Other studies are being conducted on 
the generation of oxygen from carbon 
dioxide by physical-chemical methods and 
the use of metallic membranes. The ul- 
timate, of course, in provisioning for 
spece ships will be reached with complete 
understanding of photosynthesis and the 
placing of a black: box in the ship to 
tale care of the recycling problem. 

One of the earlier fears for man’s safety 
in space was the great variation in tem- 
perature. It was feared that the flyer 
would be alternately cooked or frozen in 
space, or that the heat generated by es- 
cape and reentry into the atmosphere 
would be too much for him. Earth satel- 
lites have demonstrated that the temper- 
ature in space can be controlled satisfac- 
torily in a space ship and that heat 
ablation of the nose cone can protect a 
man on either escape or reentry. 

The requirement for protection of the 
man in space when the ship is punctured 
by meteorites is an unknown factor. If 
the hull of the space ship is fractured, 
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the men inside will immediately be ex- 
posed to explosive decompression and will 
die within seconds. Explosive decompres- 
sion means simply that the atmosphere in 
the ship is voided into space in milli- 
seconds, and the pressure is reduced to 
zero in the same length of time. Since 
Boyles’ law applies to the gases inside the 
body as well as outside, these gases will 
all try to escape at once when the ex- 
ternal pressure is reduced to zero. This 
will cause serious tissue damage in the 
body. 

A safety device, however, has been de- 
veloped by the Navy’s Air Crew Equip- 
ment Laboratory over the past ten years. 
This is the full pressure suit, sometimes 
called the space suit. This suit is, in es- 
sence, a complete gaseous environment for 
a man and can keep him alive and com- 
fortable in a vacuum. It will protect him 
from explosive decompression, as has been 
demonstrated many times by the Navy. 

The suit finally developed has recently 
been accepted by NASA for the astronaut 
to wear into space. 

A problem that seemed insurmountable 
in the past has now been placed under 
fair control by the work done at the 
Navy’s Medical Acceleration Laboratory 
at Johnsville, Pennsylvania. This problem 
is that of the acceleration stress that man 
will have to endure in his exit from and 
reentry into the atmosphere of the earth. 
It will be necessary to expose the space- 
man to a maximum of 8 G in his escape 
from the earth’s field of gravity for a 
flight into space. Not long ago it was 
assumed that this stress would be more 
than a man could stand, since at 7 G the 
tissues and fluids of the body have the 
weight of iron. Work at the Navy’s cen- 
trifuge at Johnsville has demonstrated 
that, with a properly reclining seat, a man 
will be able to stand these high G loadings 
and give a fairly satisfactory perform- 
ance. 
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Tumbling of the space vehicle is a pos- 
sibility that could be extremely danger- 
ous to the astronaut. Control of the vehicle 
to keep it in stable flight will be an im- 
portant necessity to safeguard the occu- 
pant. Experiments on the Navy’s centri- 
fuge at Johnsville have shown that 
tumbling at as slow a rate as 20 rpm at 
8 G could be lethal for a chimpanzee. 

The stress engendered by even moderate 
tumbling can be extremely fatiguing and 
may result in decreased performance, as 
was demonstrated in extensive tests at 
Johnsville. 

Perhaps one of the most enigmatic of 
the medical problems associated with 
space flight is that presented by energetic 
radiating particles in space; in other 
words, cosmic rays. At first discounted at 
least by one astrophysicist as of no con- 
sequence, cosmic rays are now considered 
formidable in potential space flight. 

Cosmic rays at sea level are really cos- 
mic débris. They are the result of the 
collision of primary particles colliding and 
the disruption of atmospheric atoms, with 
the expected changes in character. 

As was pointed out by a Navy author 
in 1948, the magnetic field of the earth 
must deflect many charged particles of 
energy insufficient to penetrate the lines 
of force. This has been modified lately 
by the measurements of Dr. Van Allen, 
whose original work, incidentally, was 
supported by the Office of Naval Research. 
Van Allen has demonstrated that, although 
only relatively few of the most energetic 
particles reach the atmosphere of the 
earth, a tremendous number of charged 
particles become enmeshed in the earth’s 
magnetic field and are “spiraled” back 
and forth from one polar region to the 
other. These charged particle areas have 
assumed a definite doughnut shape, sur- 
rounding the earth equatorially. The in- 
ner “doughnut” is 2,000 miles thick and 
begins about 1,300 miles above the earth. 
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Its north and south extensions are limited 
to approximately the temperate latitudes. 
The outer “doughnut” begins at 8,000 
miles and may extend to 52,000 miles. 
Theoretically, this height is variable, de- 
pending on the activity of the surface of 
the sun. The outer “doughnut” extends 
and dips down to the poles. This dipping 
is thought to account for the aurora 
borealis. The exact nature of the charged 
particles in the “doughnuts” is unde- 
termined, although it is assumed that 
more of them are protons than are elec- 
trons. The intensity of the radiation is 
25 M Geiger counts per second. This con- 
trasts radically with the 2.5 Geiger counts 
per second in open space. Dr. Van Allen 
has stated that it would take two hours 
to traverse the “doughnuts” in a space 
ship, during which time the ship would 
be exposed to 10 roentgens. Unprotected 
personnel would suffer from such a dose; 
hence a tremendous shielding job may 
be required for space flight. Just as this 
formerly unknown problem has arisen to 
deter space flight, so others of a like na- 
ture may be lurking in interplanetary 
space. It is worthy of note that as long 
as the apogee of a satellite remains below 
1,300 miles it will escape this radiation. 
Also, if escape is made at the magnetic 
poles, where the magnetic lines of force 
funnel down, a true space ship could es- 
cape the Van Allen layers altogether. 
The problem of weightlessness is one 
subject to much conjecture on the part 
of medical investigators. It can be du- 
plicated only for a very short time— 
less than a minute; physiologic study, 
therefore, is necessarily limited. Genera- 
tion of a weightless state is accomplished 
by flying a parabolic curve in an airplane 
at high speed and at great altitude. By 
duplicating a potential orbiting path 
briefly, the effects of terrestrial gravity 
can be negated and persons made weight- 
less for thirty seconds or less. Man is 
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attuned to the force of the earth’s gravity. 
His blood vascular system is always work- 
ing with or against 1 G. This is also true of 
all the other systems of his body. His 
visual orientation, equilibrium and muscle 
responses are all adjusted to stress of 
1 G only. How he will react to long- 
term weightlessness is problematic. It is 
considered likely that he will gradually 
become accustomed to this state, but how 
long it will take and what discomforts 
he will suffer in becoming inured are pure 
guesswork at present. 

It appears, then, that if we had a space 
ship ready to go we could provide a man 
with the life-giving essentials for a trip 
to the moon and back. What dangers he 
will run from collisions with meteors are 
a matter of chance, although they are dis- 
counted as probable hazards. By evasive 
action and proper launching he may be 
able to escape the radiation of the Van 
Allen layers. What radiation he will run 
into between here and the moon is prob- 
lematic. Weightlessness will be a problem 
that only his experience can solve. It will 
probably not harm him, but he may be 
disoriented and ill. Flights of longer range 
will have to wait for perfection of recy- 
cling methods and satisfactory shielding. 

The psychic effects of sensory depriva- 
tion are undergoing rigorous appraisal for 
potential space flight. Confinement and 
monotony in flight, with no apparent sen- 
sation, may be extremely deleterious to 
man’s psychic well-being. For short flights 
this is not considered a problem. The six 
Navy men who were incarcerated incom- 
municado in a pressure chamber for seven 
and eight days did well. This indicates 
that training, discipline and motivation 
will be a big factor in the psychologic 
aspects of space flight. There is much to 
be done in implementing this new field, 
and finding solutions for the medical 
problems involved certainly is not the 
least of these. 


13 


GELL: SPACE FLIGHT 
ZUSAM MENFASSUNG 


Es wird iiber die vorliegenden und noch 
zu erwartenden Schwierigkeiten und 
Probleme berichtet, die sich im Zeitalter 
der Weltraumfliige darstellen. Insbeson- 
dere befasst sich die Arbeit mit dem bio- 
logischen “Stress,” der mit Fliigen inner- 
halb und ausserhalb der Atmosphidre 
einhergeht. Der Verfasser geht kurz auf 
die friihe Geschichte des Fliegens und auf 
die damit verbundenen medizinischen 
Probleme ein, die im wesentlichen physio- 
logischer Natur sind. Die geplanten Fliige 
von einem Planeten zum anderen bringen 
gewiss hohe Anforderungen an die Wis- 
senschaftler mit sich. 


RESUME 


Les difficultés actuelles et futures, ainsi 
que les problémes. posés par |’“ére spa- 
tiale’” sont décrits, surtout en ce qui con- 
cerne les “stress” biologiques des vols at- 
mosphériques et en dehors de notre 
atmosphére. L’auteur rappelle briévement 
les points saillants des débuts de Il’aviation, 
il étudie le point de vue médical qui, d’une 
fagon générale, comporte surtout des 
problémes physiologiques. II est évident 
que la perspective de vols interplanétaires 
et astraux confrontent l’hommt de science 
avec des problémes ardus. 


RIASSUNTO 


Vengono trattate le difficolta attuali e 
quelle future dei vari problemi dell’era 
“spaziale,” specialmente in rapporto allo 
stress biologico dei voli atmosferici ed 
extra-atmosferici. L’autore rifa breve- 
mente la storia degli inizi dell’aviazione 
e dei relativi problemi medici che sono 
soprattutto di ordine fisiologico. La pros- 
pettiva del volo interplanetario o astrale 
pone allo scienziato dei quesiti veramente 
complessi. 
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RESUMEN 


Se trata sobre las dificultades prospecti- 
vas y los problemas de la “edad espacial” 
especialmente en relacién con el stress 
biol6égico en ocasién de los vuelos atmos- 
féricos y extraatmosféricos. E] autor hace 
notar pronto el hecho fundamental de que 
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todo lo de la aviacién es muy nuevo y de 
que desde el punto de vista de la medicina 
todo se ha limitado hasta ahora a lo re- 
ferente a los problemas sicilégicos. El 
porvenir de los vuelos interplanetarios o 
interastrales verdaderamente plantéa al 
hombre de ciencia problemas de enorme 
dificultad. 


The greatest ambition of the modern clinician is to unify his ideas within a 
concept that will embrace all the etiopathogenic essences of disease considered as a 
form of life, as the way a being reacts to the endogenous influences (the cenesthesic 
reflections of his own body) and the exogenous influences (the pathogenetic inter- 
relationships between the precipitating situation of the surrounding world and the 
individual organism) that act on him. The human being appears to the physician 
of our day as an entity situated in time and space—between nature, which is his 
own organism plus the reality of the outside world, and history, which is the 
chronologic evolution of his individual life and his historical reality. 

Through his senses—the windows through which the outside world penetrates and 
acts on him—each being screens a fragment of the world from the cosmos. From 
the moment of birth, each being creates for himself a world of his own in which 
he lives; from the sum of the stimuli he receives, he forms his environment. In this 
sense, health and disease are modalities of the same physiologic functions. All 
disease involves a vital teleologic impulse toward cure. That is why modern biology, 
starting with von Uexkiill, tends to reject the Darwinian concepts and creates not 
mere biologic mechanics but authentic biology. Modern biology tends to study not 
so much organized life, the use of organs, which is secondary life, as organizing 
life, which is basic primary life. Modern biology does not study the struggle for 
life, which is such an important factor in Darwinism; instead, it investigates those 
main factors of life which are the “strugglers” themselves. It studies that original 
unorganized life that creates organization. The human being thus becomes a 
system involving a series of reactional possibilities and capable of responding 
adequately to a series of new situations and variable—internal or external—tensions. 


—Marti-I banez 
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syndrome bearing his name in 1932, 

it being his belief that the disease 
was primarily in the anterior pituitary. 
Adrenal cortical hyperfunction now is ac- 
cepted as the immediate cause of Cushing’s 
syndrome regardless of the possible etio- 
logic role played by the pituitary or the 
hypothalamus. The prognosis is poor, as 
without treatment 50 per cent of patients 
will succumb to the disease within five 
years from onset from the effects of hyper- 
tension, diabetes, infection or neoplastic 
disease.! Fortunately the condition is rare, 
few clinics having reported series of more 
than 50 cases. In 60 per cent of the adult 
patients it is due to bilateral adrenal hy- 
perplasia; in 30 per cent a benign or ma- 
lignant tumor is discovered, and in 10 per 
cent the adrenal cortex appears normal. 


ee first described the clinical 
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A brief review of the clinical mani- 
festations, the difficulty in diagnosis 
and the complications of Cushing's 
syndrome is presented, with reports 
of 2 cases that illustrate these prob- 
lems. An effort must be made to 
arrive at an early diagnosis so that 
prompt surgical intervention will en- 
able these patients to survive. 











Early diagnosis is essential, as it has 
been shown that the ravages of the dis- 
ease are in part proportional to the length 
of time it has been present. Unfortunately, 
early diagnosis is very difficult.2 The onset 
may be insidious or rapid. In many cases 
it has been erroneously treated as hyper- 
thyroidism, hypothyroidism, nephritis or 
nephrosis, simple obesity, renal calculi, 
diabetes mellitus, essential hypertension, 
et cetera, prior to the diagnosis of Cush- 
ing’s syndrome. These are the cases in 
which one must discover and treat the dis- 
ease before it has been present too long. 
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In the case of far-advanced disease one can 
usually make the diagnosis by merely see- 
ing the patient.2* The characteristic cen- 
tripetal type of obesity distributed over 
the face, neck and trunk, sparing the ex- 
tremities, gives rise to the moon facies, 
fishmouth, buffalo hump and truncal obes- 
ity. In many instances actual gain in 
weight is absent, the redistribution of 
body fat resulting in the aforementioned 
appearance. Fatigue, weakness, amenor- 
rhea in the females and impotence in the 
males are common symptoms. Plethora, 
striae, increased susceptibility to bruising, 
acne, hypertension and hirsutism are usu- 
ally present. There is also increased sus- 
ceptibility to infection, and many patients 
have severe fungus infections that will not 
respond to treatment.*? Symptoms refer- 
able to diabetes mellitus or osteoporosis 
may be present. Renal stones and backache 
are prominent. Mental aberrations, severe 
and minor, occur in two-thirds of the pa- 
tients. Poor wound healing is another 
notable characteristic.’ 

Laboratory tests will help in the diag- 
nosis. Polycythemia, leukocytosis, lymph- 
openia, a decrease in circulating eosino- 
phils, hypochloremic alkalosis, diabetic 
dextrose tolerance curves, increased insu- 
lin tolerance, and elevated levels of plasma 
and urinary 17-ketosteroids and ketogenic 
steroids will be observed. Tests for thy- 
roid dysfunction and renal disease will aid 
in the differential diagnosis. 

Attempts have been made to correlate 
the ketosteroid level in plasma and urine 
and its response to the administration of 
cortisone and ACTH, with the diagnosis 
of hyperplasia, adenoma or carcinoma. 
In cases of hyperplasia and carcinoma 
these levels are usually higher than when 
adenoma is present. The administration of 
cortisone is said to lower the excretion of 
17-ketosteroid urine in cases of hyperpla- 
sia, but not in cases of adenoma or car- 
cinoma. ACTH stimulation is said to cause 
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an increase of excretion in the presence 
of hyperplasia and adenoma but not in 
that of carcinoma. These tests are valuable 
in the preoperative appraisal of patients, 
but many authors consider them unreli- 
able.® 

Roentgen studies may be helpful in the 
diagnosis and localization of tumors and 
hyperplasia. Intravenous  pyelographic 
study, combined with tomographic inves- 
tigation and presacral air insufflation, is 
useful in some cases. One must be aware of 
the possibility of both false negative and 
false positive results. Aortographic study 
offers little in diagnosis, and the possible 
complications associated with this proce- 
dure should preclude its use. 

Prior to the discovery of the steroid 
drugs, radical subtotal adrenalectomy was 
tantamount to a death sentence. Partial 
adrenalectomy was inadequate for cure 
but did offer amelioration of the disease. 
With adequate replacement therapy, sur- 
geons can now offer the majority of the 
patients a chance for survival.* The choice 
of operative approach will vary with the 
individual surgeon. In our opinion it is 
best to prepare all patients with cortisone 
prior to the operation, although some pre- 
fer to wait and see what is detected at 
operation before commencing substitution 
therapy. In cases of adenomas it is use- 
ful to try to stimulate the remaining 
atrophic adrenal gland postoperatively 
with ACTH, although in many cases this 
gland will not respond and the patient will 
need complete substitution therapy. 

The postoperative course may be 
stormy.’ The most serious complication is 
acute adrenal failure. Treatment consists 
of the early recognition of the cause of 
the peripheral circulatory failure and 
prompt infusion of hydrocortisone. With 
proper preparation of the patient for 
operation, this should be a rare occur- 
rence. Subacute adrenal insufficiency may 
occur as cortisone is gradually with- 
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drawn after the surgical procedure. The 
earliest symptoms are anorexia and nau- 
sea, usually occurring in the morning and 
aggravated by exercise. Vomiting, weak- 
ness, lethargy, pallor, abdominal pain, 
fever and tachycardia follow. A charac- 
teristic sign is early desquamation of the 
facial skin or of the entire body. This will 
respond rapidly to increased doses of cor- 
tisone. Acute salt deficiency occurs, and 
the danger lies in mistaking it for corti- 
sone deficiency. Weakness, apathy, nausea 
and vomiting are symptoms common to 
the two states. Early recognition is im- 
portant, and frequent electrolyte deter- 
mination will achieve this. Correction 
may be achieved by oral administration of 
salt in cases of mild involvement and by 
saline infusions or DOCA if the deficien- 
cies are severe. 


REPORT OF CASES 


CASE 1.—A 31-year-old Oriental woman was 
admitted to Tripler U. S. Army Hospital on 
July 8, 1957. During a recent pregnancy, 
which had terminated on June 17, 1957, she 
was noted to have severe hypertension. This 
was controlled with serpasil and apresoline. 
Total eosinophil counts revealed low values of 
6, 31, 33 and 6 per cubic millimeter on four 
separate occasions. Serum electrolytes showed 
a slightly lowered sodium level. The dextrose 
tolerance test resulted in a diabetic type of 
curve. Roentgenograms of the skull were nor- 
mal. The value for urinary 17-ketosteroids 
was 15 mg. per twenty-four hours. 

The patient was admitted at this time for 
evaluation of Cushing’s syndrome. 

A two-year history of hypertension and 
progressive edema of the face and hands was 
elicited. The blood pressure in millimeters of 
mercury was 180 systolic and 128 diastolic. 
The pulse rate was 80 and the respiratory 
rate 20. 

The patient had a round, full face and typi- 
cal centripetal obesity. There were circular, 
erythematous, dry, scaling lesions on the 
trunk and extremities. The veins of the ab- 
dominal wall were prominent. The eosinophil 
counts were again low, 25 and 31 per cubic 
millimeter on two occasions. Urinary 17- 
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Fig. 1—Patient 2 seven years prior to onset of 
Cushing’s syndrome, when he weighed 205 pounds. 


ketosteroids were 19.2 mg. per twenty-four 
hours, which is slightly elevated. Presacral 
air insufflation was unsuccessful. The patient 
was prepared with cortisone, and exploratory 
laparotomy was performed on July 31, bilate- 
ral flank incisions being utilized. The right 
adrenal gland, approached first, was atrophied 
and was completely removed. A large tumor, 
measuring 6.5 by 6.3 by 4.1 cm., was present 
in the left adrenal gland. It was completely 
removed. Postoperatively, cortisone was grad- 
ually reduced until a maintenance dose of 50 
mg. daily was achieved. On August 23 the 
patient complained of anorexia, weakness and 
malaise. On August 27 she was started on 
oral salt, but this aggravated her symptoms. 
Repeated examinations for complaints of ab- 
dominal pain failed to find a cause for such 















Nausea increased until there was vir- 
tually no oral intake. On September 3 the 
blood pressure fell. Serum sodium at this 
time was 130 mEq. per liter. Hydrocortisone, 
150 mg., in 2,000 cc. of saline solution was 
given intravenously, and recovery was dra- 
matic. By the following morning the patient 
was eating and ambulatory without difficulty 
or complaints. The dose of cortisone was in- 
creased to 150 mg. daily and the patient dis- 
charged to outpatient care. In September 
1960 she was adequately controlled by 37.5 to 
50 mg. of cortisone per day and was doing 
well. 


pain. 


COMMENT 


The inability to know prior to surgical 
intervention on which side the tumor was 


Fig. 2.—Patient immediately prior to operation. 
He weighed only 215 pounds but showed marked 
centripetal obesity, moon facies, buffalo hump, 
abdominal striae and wasting of extremities. 
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located caused us to operate through two 
separate incisions. This is a point in favor 
of the transabdominal approach in cases 
in which a definite tumor is not delineated 
preoperatively. Perhaps it would have 
been better not to remove the atrophic 
gland, even though the majority of such 
glands will not respond to subsequent 
ACTH stimulation. The difficulty of diag- 
nosis early in the disease is illustrated by 
the presence of hypertension for two years 
prior to definitive diagnosis and treat- 
ment. The subacute adrenal insufficiency 
should have been recognized at the onset 
of nausea and anorexia, but it was mis- 
taken for salt deficiency until hypotension 
ensued. Fungous infections that do not 
respond to treatment have been reported 
in many cases of Cushing’s syndrome. This 
patient exhibited this phenomenon, but the 
infection healed after the operation. 


The patient is alive and well three years 
after the intervention, taking 37.5 to 50 
mg. of cortisone daily. 


CASE 2.—A 29-year-old white man was ad- 
mitted to the hospital on Dec. 16, 1959, for 
evaluation of Cushing’s syndrome. One year 
earlier he had begun to gain weight, con- 
centrated primarily in the trunk and neck. 
Six month prior to admission he noted purple 
striae on the abdomen and axilla, as well as 
bilateral pedal edema. Local physicians treated 
him with diuretics, with prompt relief of the 
edema. It was also noted that he had plethora, 
acne, hepatomegaly and an elevated blood 
pressure (160 systolic and 120 diastolic). 

Physical examination on admission revealed 
this pressure level. The patient weighed 227 
pounds (102.9 Kg.), 22 pounds (10 Kg.) more 
than his usual weight. He had moon facies, a 
buffalo hump, typical truncal obesity, prom- 
inent purple striae and plethora. There was 
a severe fungous infection of his right wrist 
and feet, which, he stated, had been resistant 
to all treatment for five years. He also had 
two rather large warts on the sole of the right 
foot. Muscle wasting in the extremities was 
prominent. 

The total eosinophil count was 62 per cubic 
millimeter. Electrolyte determination and liver 
function studies gave normal results. Urinary 
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17-ketosteroids were 13.6 mg. per twenty-four 
hours. Urinary 17-ketogenic steroids were 
26.4 and 48 mg. per twenty-four hours, in- 
creasing to 86.8 mg. with ACTH stimulation. 
The dextrose tolerance curve was normal. Ab- 
dominal roentgenograms and excretory uro- 
grams with presacral air insufflation revealed 
no abnormality. 

After preparation with cortisone, the pa- 
tient underwent transabdominal exploration 
of the adrenal glands on Jan. 25, 1960. The 
right adrenal gland was normal. A tumor in 
the left adrenal gland was removed. This 
proved on pathologic examination to be a 
benign adenoma. The postoperative course 
was uneventful, with gradual reduction of the 
dose of cortisone to 12.5 mg. daily. Nausea 
and vomiting began with this change in dosage 
but ceased immediately when cortisone was 
increased to 12.5 mg. twice a day. Eosinophil 
counts ranged from 400 to 700 per cubic mil- 
limeter during this time. Urinary 17-ketoste- 
roids were 7.1 mg., and 17-ketogenic steroids 
8.1 mg., per twenty-four hours. Respective 
values of 5 and 10.1 mg. per twenty-four hours 
were obtained with ACTH stimulation. Re- 
peated attempts to stimulate the remaining 
atrophic portion of the adrenal gland were un- 
successful. At the time of writing the pa- 
tient is adequately maintained on 0.1 mg. of 
Florinef daily, and 5 mg. of metacorten in the 
morning and 2.5 mg. of metacorten in the 
afternoon. The dermatomycosis has healed for 
the first time in five years. The patient’s 
weight has been stable at 210 pounds (94.8 
Kg.), with gradual return of normal body con- 
figuration. The blood pressure in millimeters 
of mercury varies between 140 systolic and 
90 diastolic and 160 systolic and 100 diastolic, 
and the patient has been returned to military 
duty. 


COMMENT 


On the basis of the laboratory data, 
adrenal adenoma was the preoperative 
diagnosis. Because of inability to deli- 
neate the tumor by roentgen examination, 
transabdominal exploration of the adre- 
nals was performed. The problem of 
which side the tumor is on is common, and 
the abdominal approach offers a good solu- 
tion. Exposure is adequate and saves the 
patient a second operative procedure. 
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Fig. 3.—Patient five months after operation. Al- 

though body weight has decreased to only 200 

pounds, contours have returned to normal, striae 

and hump have disappeared and face has nor- 
mal appearance, without plethora. 


Gain in weight is often more apparent 
than real, and the obese appearance is due 
to redistribution of body fat. Figure 1 
shows the patient seven years prior to sur- 
gery, when he weighed 205 pounds (93 
Kg.). The patient (Fig. 2) weighed 215 
pounds (105 Kg.), a gain of only 10 
pounds (4.5 Kg.) in weight, with a pro- 
nounced change in body configuration. 


Figure 3 shows return of normal contours 
within three months after the operation. 

Difficulty in diagnosis is again illus- 
trated. A year elapsed from the onset of 
the change in body configuration until 
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the patient was referred for surgical 
evaluation. Once the typical moon facies, 
buffalo hump, straie and truncal obesity 
appear, the diagnosis of Cushing’s syn- 
drome is easily made. It is before this 
occurs that one must try to make the diag- 
nosis. The association of severe, therapy- 
resistant dermatomycosis and Cushing’s 
syndrome occurs too frequently to be 
merely coincidental. Its prompt allevia- 
tion after adrenalectomy again points to 
adrenal hypersecretion as an _ etiologic 
factor. One should keep this in mind in 
the early diagnosis of Cushing’s syn- 
drome. 


ZUSAM MENFASSUNG 


Es wird ein kurzer Uberblick iiber die 
klinischen Erscheinungen, die diagnosti- 
schen Schwierigkeiten und die Komplika- 
tionen des Cushingschen Syndroms gege- 
ben und iiber zwei Falle zur Erlauterung 
dieser Probleme berichtet. Bemiihungen zu 
einer friihzeitigen Diagnose zu gelangen 
sind notwendig, um einen sofortigen chi- 
rurgischen Eingriff und das Uberleben 
dieser Kranken zu erreichen. 


RESUME 


L’auteur présente une bréve analyse des 
manifestations cliniques, de la difficulté de 
diagnostic et des complications du syn- 
drome de Cushing. La description de 
deux cas illustre ces problémes. Un effort 
doit étre fait pour arriver 4 un diagnostic 
précoce afin qu’une intervention chirurgi- 
cale rapide permette a ces patients de sur- 
vivre. 


RIASSUNTO 


Viene presentato un breve studio sulle 
manifestazioni cliniche, sulla diagnosi e 
sulle complicanze della malattia di Cush- 
ing, con presentazione di due casi che il- 
lustrano questi problemi. Si deve com- 
piere ogni sforzo per giungere ad una 
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diagnosi precoce cosi’ da poter eseguire 
immediatamente un intervento chirurgico 
e consentire a questi malati di sopravvi- 
vere. 


RESUMEN 


Se expone en este trabajo una revision 
breve de las manifestaciones clinicas, la 
dificultad en el diagnéstico y las complica- 
ciones del sindrome de Cushing con rela- 
cidn de dos casos para ilustrar estos pro- 
blemas. Debe hacerse un exfuerzo que 
logre diagnosticos precoces para que una 
intervenci6én quirirgica a tiempo pueda 
hacer sobrevivir a estos enfermos. 


SUMARIO 


E’apresentada uma breve revisao de ma- 
nifestacdes clinicas, dificulade diagnéstica 
e complicagées do sindrome de Cushing, 
com relato de 2 casos ilustrativos. 

Um esforco deve ser feito para se che- 
gar a um diagnostico precoce de tal ma- 
neira que a intervencdo cirurgica possibi- 
lite a sobrevivéncia do paciente. 
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The laws of every country have provided against the offence of witchcraft, 
sorcery, conjuration, and enchantment. We find a statute of our first James, 
making it “felony, without benefit of the clergy, under the penalty of death, the 
act of all persons invoking any evil spirit, or consulting, convenanting with, 
entertaining, employing, feeding, or rewarding any evil spirits; or taking up dead 
bodies from their graves, to be used in any witchcraft, sorcery, charm, or enchant- 
And if 
any person should attempt by sorcery to discover hidden treasures, or to restore 
stolen goods, or to provoke unlawful love, (lawful love did not come within these 
salutary provisions), he or she would suffer imprisonment and pillory for the 
first offence, and death for the second.” Strange to say, that act continued in 
force till very lately; and Blackstone observes, “that many poor wretches were 
sacrificed thereby to the prejudice of their neighbors, and their own illusions; not 


ment; or killing or otherwise hurting, any person by such infernal arts. 


a few having, by some means or other, confessed the fact at the gallows.” 


Nothing could be more absurd, nay atrocious, than the means judicially resorted 
to at that period to detect witchcraft. Sir Robert Filmer mentions two tests by 
fire: the first by burning the house of the pretended witch: the other, by burning 
any animal supposed to have been bewitched by her. In both these cases the witch 


would confess her malefices! 


Moreover, it was asserted that a witch, even while enduring the pangs of torture, 
could only shed three tears, and those from the left eye; this was considered a 
sufficient proof of guilt by the judges of the day! Swimming a witch was another 
expedient; in this ordeal the hag was stripped naked, and cross-bound, the right 
thumb to the left toe, and vice versd. Thus prepared, she was thrown into a pond 
or a river; in which, if guilty, she could not sink, for having by her compact with 
the Devil renounced the waters of baptism, the waters in return refused to receive 


her in their bosom. 
—NMillingen (circa 1837) 
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Parapelvic Cysts of the Kidney (Su-Called 
Pyelolymphatic Cysts) 


BENJAMIN S. ABESHOUSE, M.D., AND GEORGE A. ABESHOUSE, M.D. 


BALTIMORE, MARYLAND 


HE purpose of this presentation is 
"[  tarestot: (1) to identify and clas- 

sify the various cystic lesions in and 
about the kidney; (2) to tabulate the re- 
ported cases of large parapelvic cysts and 
present 2 additional personal cases, and 
(3) to discuss briefly the pathogenesis, 
pathologic picture, clinical features, diag- 
nosis, differential diagnosis and treatment 
of these lesions. 

Considerable confusion and some con- 
troversy prevail with regard to the classi- 
fication of cystic lesions of the kidney and 
the terms employed to describe them. One 
frequently finds the same descriptive 
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A classification of cysts of the 
renal area is suggested, with empha- 
sis on the parapelvic cyst. The au- 
thors define this lesion as an extra- 
renal cyst at the hilum of the kidney, 
in intimate contact with the external 
surface of the renal pelvis and some- ~ 
times extending into the sinus. Its 
pathogenesis is not certain, although 
numerous theories have been of- 
fered. Pain is the most common 
symptom, and diagnosis usually de- 
pends on excretory or retrograde 
urographic study. Treatment is usu- 
ally conservative surgical excision 
and, in rare cases, radical nephrec- 
tomy. 











terms used interchangeably or applied to 
different pathologic entities. The difficulty 
may be attributed partly to a lack of ac- 
curate knowledge concerning the etiologic 
and pathogenic background of some of 
these cystic lesions and partly to the im- 
proper etymologic use of the various de- 
scriptive terms used to define the exact 
location of the cyst in relation to the renal 
component parts. 

The incorrect application of the pre- 
fixes “peri” and “‘para” to cystic lesions 
in and around the renal pelvis has been 
particularly confusing. In its proper use 
the prefix ‘peri’ should be applied only to 
those intrarenal cysts which originate in 
the renal parenchyma or the intrarenal 
peripelvic fat and are attached to or ad- 
jacent to the pelvis and calyces. The pre- 
fix “para” should be reserved for those 
cystic lesions which are primarily extra- 
renal in origin and are intimately related 
or attached to the external surface of the 
renal pelvis or true capsule. 

The following classification is simple 
and practical, as it is based not only on 
the anatomic relation but also on the pres- 
ence or absence of a communication of the 
cysts with the pelvicalyceal systems. 

I. Cystic Lesions Communicating with the 

Pelvicalyceal System 

a. Intrarenal (congenital) 

1. Pyelogenic cyst (i.e., pyelogenous, 
peripelvic cyst): Opens into pelvis 
of infundibulum of calyx; unilat- 
eral; single 

2. Calyceal cyst (diverticulum) : Com- 
municates with a minor calyx; uni- 
lateral or bilateral, single or mul- 
tiple 
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b. Intrarenal (acquired) 

1. Hydrocalyx (i.e., localized or par- 
tial hydronephrosis) : Communicates 
with pelvis or calyx 

2. Parenchymal cyst: Due to encysted 
calculus in terminal calyx 

c. Extrarenal (congenital or acquired) 

1. Diverticulum of pelvis: Unilateral, 
single, usually congenital but may 
be acquired 


ll. Cystic Lesions Not Communicating with 
the Pelvicalyceal System 
a. Intrarenal (congenital) 
1. Polycystic disease: Multiple, bilat- 
eral, occasionally unilateral 
2. Sponge kidney (i.e., medullary cysts, 
congenital cystic dilatation of the 
collecting tubules): Bilateral, occa- 
sionally unilateral, multiple 
3. Unilateral multicystic kidney (con- 
genital cystic degeneration of an 


aplastic kidney): Unilateral, mul- 
tiple 
b. Intrarenal (acquired) 
1. Serous cyst: Superficial or deep; 


single or multiple, unilateral or bi- 
lateral, unilocular or multilocular 
2. Hemorrhagic cyst: Single, unilat- 
eral 
a. Hemorrhage into serous cyst 
b. Cystic degeneration secondary to 
intrarenal hemorrhage or hema- 


toma 

a. Spontaneous: Intrarenal or sub- 
capsular 

b. Traumatic: Intrarenal or sub- 
capsular 


3. Retention cyst: Single, unilateral 
a. Papillary cyst: Due to calcareous, 
inflammatory or necrotizing papil- 


litis 
b. Papillary cyst: Due to sclerosing 
pyelonephritis 
4. Cortical cyst: Small, multiple, bi- 
lateral 


a. Chronic inflammatory: Secondary 
to chronic nephritis or pyelone- 
phritis 

b. Chronic vascular: 
arteriosclerosis or 

5. Parenchymal cyst associated with 
infection: Unilateral, single or mul- 
tiple 

a. Urogenous cyst: Due to nonspe- 
cific infection or abscess 

b. Tuberculous cyst: Following tu- 
bercular abscess in parenchyma 


Secondary to 
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c. Parasitic cyst (echinococcus ) 

6. Cystic Degeneration of a Renal Neo- 
plasm: Unilateral, single or mul- 
tiple, serous or hemorrhagic 
a. Benign tumor (adenoma, myxofi- 

broma, hamartoma) 

b. Malignant tumor  (hyperneph- 
roma, papillary cystadenocarci- 
noma, Wilms’ tumor) 

7. Peripelvic cyst (hilus cyst situated 
in peripelvic fat): Small, bilateral, 
multiple 

8. Intrapelvic or intracalyceal cyst: 
Due:to chronic infection or hyper- 
plasia; small, unilateral or bilateral, 
multiple 
a. Pyelitis cystica 
b. Bullous edema 

c. Extarenal (congenital) 

1. Paranephric cyst: External to renal 
capsule, single, unilateral 

2. Parapelvic cyst: Due to congenital 
malformation in perirenal or retro- 
peritoneal tissues (i.e., pyelolym- 
phatic cyst external to renal pelvis). 
single, unilateral due to congenital 
malformation or to congenital or ac- 
quired lymphangiectasia 

d. Extrarenal (acquired) 

1. Hydrocele renis (perirenal or pseu- 
dohydronephrosis, hygroma renalis ) 
between external surface of kidney 
and true capsule; unilateral. 


PARAPELVIC CYSTS 


Definition.—A parapelvic cyst is an ex- 
trarenal type of cyst situated at the hilum 
of the kidney in intimate contact with the 
external surface of the pelvis. Occasion- 
ally it extends into the renal hilus along 
the intrarenal course of the pelvis and/or 
the infundibulum of one or more calyces. 
This type of cyst has also been described 
as pyelolymphatic or peripelvic, peripelvic 
or hilus cyst and pelvicale or parapelvi- 
cale. A parapelvic cyst is a separate and 
distinct pathologic entity that has been 
frequently mistaken for or confused with 
(a) a paranephric cyst, which is also an 
extrarenal cyst in intimate contact with 
the true capsule of the kidney; (b) a peri- 
pelvic or pericalyceal cyst, which is an 
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intrarenal cyst situated in the peripelvic 
fat in close relation to the pelvis and cal- 
yces, and (c) a diverticulum of the renal 
parenchyma. 

Pathogenesis.—There is no unanimity 
of opinion concerning the pathogenesis of 
the parapelvic cyst. Three main theories 
have been proposed: (1) congenital mal- 
formation, the cyst originating in an em- 
bryologic remnant of the ureteric bud 
—wolffian duct—(Albarran; Allen), or 
of the misonephros as advanced by Has- 
linger, (2) acquired lymphiangiomatous 
origin (Rivolta, Henthorne, Scholl and 
others), and (3) congenital retroperito- 
neal origin. 

At present the consensus favors the 
lymphangiomatous theory. Chronic inflam- 
mation or irritation, alone or combined 
with obstruction, appears to play a defi- 
nite role in the development of lymphatic 
ectasia and subsequent cyst formation. 
This is attested by the fact that most pa- 
tients with small or large parapelvic cysts 
have a history of renal infection or stone 
formation. 

In a series of small parapelvic cysts (20 
cases), Henthorne observed evidence of 
obstructive, infectious or calculous disease 
in 11 of the 16 male patients—hypertro- 
phied prostate, 6 cases; nephrolithiasis, 4 
cases, and vesical carcinoma, 1 case. In 
another male patient, 17 years of age, 
there was a history of nephritis and 
edema. Three of the 4 female patients had 
borne children and may have had an in- 
fection of the urinary tract during preg- 
nancy, and the other had a pelvic carci- 
noma. Cortical scars and cortical cysts 
were present in the kidneys of 17 of the 
20 patients. 

Further evidence in support of the 
theory of an acquired lymphangiomatous 
origin is the fact that both small and 
large parapelvic cysts occur late in life. 
Henthorne noted hyaline thrombi in the 
lymphatic trunks proximal to the kidney 
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in sections taken across the vessels of the 
hilus and peripelvic fat. The presence of 
dilated lymph vessels in the parenchyma 
in connection with small and large para- 
pelvic cysts has also been observed by 
Hoffman, Malherbe, Henthorne and others. 

On the other hand, Henthorne observed 
congenital lesions in 8 patients, which has 
been regarded by some authors as evidence 
of a congenital origin. These lesions in- 
cluded lymphangioma of the spleen (3 
cases) ; lymphangioma of the jejunum and 
of the adrenal gland; hemangioma of the 
liver and of the ileum; cysts of the liver 
and of the pancreas; suprarenal rests in 
the kidney, and patency of the foramen 
ovale, each in 1 case. 

The importance of the renal lymphatics 
and their role in the development of renal 
diseases has been recently emphasized by 
Carr and by Goodwin and Kaufman. Carr 
has maintained that small renal calculi 
develop first in the dilated lymphatics 
about the calyceal fornices and _ subse- 
quently erode into the urinary collecting 
system to form true renal calculi. Good- 
win and Kaufman have expressed the 
opinion that the renal lymphatics act as 
safety valves for the kidney in the pres- 
ence of diuresis and/or ureteral obstruc- 
tion, and also that some deep parenchymal 
cysts are lymphatic in origin, as originally 
proposed by Henthorne. The same authors 
reported a most interesting case, that of 
a 59-year-old man who underwent radical 
perineal prostatectomy for carcinoma and, 
on further study, showed bilateral minute 
calcification in the dilated lymphatics of 
the renal parenchyma, bilateral pyelolym- 
phatic backflow and a possible intrarenal 
lymphatic cyst, 3 cm. in diameter, in the 
upper pole of the right kidney at the time 
of a renal operation eight months later. 
The authors aspirated from the cyst 30 
ec. of clear straw-colored fluid containing 
sugar, protein and urea nitrogen. There 
were dilated lymphatics in the region of 
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pole of right kidney is evident. 
to the kidney is discernible. 
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Fig. 1 (Case 1).—A, preoperative retrograde pyelogram showing compression 
of right renal pelvis and lower major calyx. 
Outline of parapelvic cyst below and medial 
B, postoperative retrograde pyelogram, antero- 


Lateral displacement of lower 


posterior position, taken one month after operation. Note slight dilatation of 


pelvis and calyces with kidney back in normal position. 


C, postoperative 


retrograde pyelogram, lateral oblique position, shows same dilatation of pelvis 
and complete return of pelviocalyceal system to normal. 


the pelvis, as well as edema of the peri- 
renal and peripelvic fat. A careful study 
of the pyelogram, the operative data and 
contents of the cyst would seem to indicate 
that the cyst was probably a deep paren- 
chymal cyst of the solitary serous type 
rather than a peripelvic or parapelvic 
lymphatic cyst. 

It is our opinion that, up to the time of 
writing, insufficient evidence has been 
offered to support either the congenital or 
the retroperitoneal origin of parapelvic 
cysts. 

Pathologic Picture.—In considering the 
pathologic features of parapelvic cysts, it 
appears practical to discuss the large and 
small types separately. Large parapelvic 
cysts may vary from 1 to 15 cm. in diam- 
eter and are oval or round. They are usu- 
ally single and unilocular but in rare 
instances may be multiple and multilocu- 
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lar. These cysts are extrarenal and, al- 
though intimately adherent to the pelvis, 
do not communicate with it. 

In an exceptional case the cyst may 
extend into the renal hilum and insinuate 
itself beneath the renal parenchyma for a 
variable distance, causing compression 
and distortion of the pelvis and calyces, 
obstruction to the outflow of urine and 
compression of the vascular supply of the 
kidney, as in the cases reported by Ludin 
and Howald, Mathé, and Magoun and our 
own Case 1. 

The cysts are bluish or greyish and con- 
tain clear, limpid yellowish fluid contain- 
ing variable amounts of protein, choles- 
terol and fatty substances but no urinary 
crystalloids or colloids. Their lining con- 
sists of flattened endothelial cells. Their 
walls are thin and composed of fibrous 
tissue. Ludin and Howald observed calci- 
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TABLE 1.—Parapelvic Cysts: An Analysis of 33 Cases—Age and Sex of Patients, 


Side Affected, Symptoms and Associated Pathologic Conditions 





Author and 
Year 


Erdheim, 
1926 
Junker, 
1935 
Henthorne, 
1938 
Lieberthal, 
1939 
Magoun 
(Case 2), 
1939 
Ludin and 
Howard, 
1940 
Scholl, 
1948 


Scholl, 
1948 
Hayes, 
1948 
Hayes, 
1948 
Mathe, 
1949 


Kutzman 
& Sauer, 
1950 
Hyman, 
1952 


Ubelhor, 
1954 
Ubelhor, 
1954 
Ubelhor; 
1954 
Ubelhor, 
1954 
Thompson, 
1954 
Thompson, 
1954 
Thompson, 
1954 





Associated 
Sex of Age of Kidney Pathologic 
Patient Patient Affected Symptoms Conditions 
M 73 Left 
M 67 Left 
M 65 Left Renal pain 
M 57 Left Renal colic; 
tenderness 
? ? ? 
M 63 Left Renal pain; 
palpable mass 
F 71 ? Palpable mass 
F 50 Left Renal colic; 
tenderness 
M 53 Left Renal pain Stone in 
left kidney 
M 36 Left Renal pain; 
tenderness 
F 61 Right Renal pain; Right pyelo- 
urinary nephritis 14 
disturbances ; yr. earlier 
hypertension 
M 57 Left Renal pain; 
hypertension 
F 50 Right Palpable mass Recurrent 
pyelonephritis 
M 55 Left Renal pain Stone in 
left kidney 
M. “Adult” Left Renal pain; 
hematuria; 
palpable mass 
M 58 Left Renal colic; Stone in 
tenderness left ureter 
F 58 Right Renal pain; 
urinary disturb- 
ances; pyuria 
M 28 Left Renal pain 
M 54 Left Hematuria 
M 53 Left Renal pain 
F 56 Left Renal pain 
M 70 Right Urinary Stone in 
disturbances bladder; BHP 
M 74 Left Urinary BHP 
disturbances 
F 48 Right Urinary Cystitis; 
disturbances salpingitis 
(Continued) 
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TABLE 1.—Parapelvic Cysts: An Analysis of 83 Cases—Age and Sex of Patients, 
Side Affected, Symptoms and Associated Pathologic Conditions (Continued) 








Associated 
Author and Sex of Age of Kidney Pathologic 
Case Year Patient Patient Affected Symptoms Conditions 
25 Dubilier F 38 Right Urinary 
& Evans, disturbances 
1958 
26 Dubilier x 4 Left Hypertension 
& Evans, 
1958 
27 Arcta, M 46 Left Renal pain; 
Favro & urinary 
Rizzolo, disturbances; 
1959 hematuria, 
1 mo. duration 
28 Arcta, F 53 Left Renal pain and 
Favro & tenderness, 
Rizzolo, 1 yr. duration 
1959 
29 Gotzen, M 53 Left Renal colic; Stones in 
1960 hematuria; right kidney 
pyuria; and ureter 
baciliuria; 
hypertension 
80 Gotzen, F 65 Right 
1960 
31 Gotzen, F 57 Left 
1960 
32 Abeshouse & M 24 Right Renal pain 
Abeshouse, and tender- 
1961 ness, 15 mo. 
duration 
33 Abeshouse & M 60 Left Renal pain, BHP 
— 8 mo. duration 





fication in the wall of the cyst, the roent- 
genographic shadow of which was sugges- 
tive of a calculus or an aneurysm. A 
similar presumptive case was reported by 
Leroy, but the true nature of the shadow 
or the cystic mass adherent to the pelvis 
was not confirmed by operation or au- 
topsy, and consequently this case is not 
included in the tabulation of true para- 
pelvic cysts. Kutzman and Sauer also ob- 
served calcification in the cyst wall and a 
calculus in the upper part of the ureter 
on the same side. Hyman reported a 
unique case in which a periureteropelvic 
cystic mass surrounded the upper portion 
of the ureter and the pelvis and presum- 
ably resulted from an aneurysmoid dis- 
section of the ureter and/or the pelvic 





wall, with subsequent cyst formation. 
Small parapelvic cysts vary in size from 
0.2 to 1 cm. in diameter. They are observed 
in more than 1 per cent of routine autop- 
sies. Henthorne noted 15 cases in 1,175 
autopsies (1.28 per cent) and 5 additional 
cases in a later series. Of these 20 cases, 
the cysts in 10 were multiple and bilateral; 
in 3 they were multiple and unilateral, and 
in 7 they were single. These small cysts 
were distributed along the pelvis and cal- 
yces and followed the course of the major 
blood vessels and large lymphatic trunks 
draining the kidney, which have been 
demonstrated anatomically by Rouvierre 
and Parker and others and roentgeno- 
graphically by Abeshouse and Goodwin 
and others. The cystic contents and lining 
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TABLE 2.—Parapelvic Cysts: An Analysis of 33 Cases—Urographic Data, 





Preoperative Diagnosis, Source of Diagnosis, and Operative Treatment 





Case 


Urographic 
Data 


Preoperative 
Diagnosis 


Source of 
Diagnosis 


Operative 
Treatment 





uo 


6 


10 


11 


15 


16 


18 


Pelvic and 
calyceal 
deformities ; 
displaced 
kidney 
Pelvic and 
calyceal 
deformities 
Pelvic and 
calyceal 
deformities 
Pelvic and 
calyceal 
deformities 
Pelvic 
deformity 
Pelvic and 
calyceal 
deformities 
Pelvic and 
calyceal 
deformities 
Pelvic 
deformity 
Pelvic and 
calyceal 
deformities 
Pelvic and 
calyceal 
deformities ; 
displaced 
kidney 
Pelvic and 
calyceal 
deformities 
Pelvic and 
calyceal 
deformities 
Pelvic and 
calyceal 
deformities 
Pelvic and 
calyceal 
deformities ; 
displaced 
kidney and 
ureter 
Pelvic and 
calyceal 
deformities ; 
displaced 
kidney and 
ureter 
Pelvic and 
calyceal 
deformities; 
displaced kidney 


Renal cyst; 
renal tumor 


Renal tumor; 
stone 


Renal cyst; 
renal tumor 


Renal cyst; 
renal tumor 


Stone 


Renal cyst; 
renal tumor 


Renal cyst 


Renal cyst 


Renal cyst 
Renal cyst; 
stone 
Renal cyst 
Renal cyst; 


stone 


Renal cyst 


Autopsy 


Autopsy 


Operation 


Operation 


Autopsy 


Operation 


Autopsy 


Operation 


Operation 


Operation 


Urogram 


Urogram 


Operation 


Operation 


Operation 


Urogram 


Operation 


Urogram 


Nephrectomy 


Nephrectomy 


Nephrectomy 


Excision of cyst 


Excision of 
cyst; nephro- 
lithotomy 
Excision of cyst 


Nehprectomy 


Excision of 
cyst; nephrec- 
tomy 


Excision of cyst 


Excision of 
cyst; pyelo- 
lithotomy 
Nephrectomy 


Excision of 
cyst; pyelo- 
lithotomy 


Excision of cyst 


Excision of cyst 


(Continued) 
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TABLE 2.——Parapelvic Cysts: An Analysis of 33 Cases—Urographic Data, 
Preoperative Diagnosis, Source of Diagnosis, and Operative Treatment (Continued) 





Case 


Urographic 
Data 


Preoperative 
Diagnosis 


Source of 
Diagnosis 


Operative 
Treatment 





24 


25 


29 


33 


Pelvic and 
calyceal 
deformities; 
displaced 
kidney 


Peivic and 
calyceal 
deformities 


Pelvic and 
calyceal 
deformities 


Pelvic and 
calyceal 
deformities 


Pelvic and 
calyceal 
deformities 


Pelvic and 
calyceal 
deformities 


Pelvic and 
calyceal 
deformities 


Pelvic and 
calyceal 
deformities 


Pelvic and 
calyceal 
deformities; 
displaced 
ureter 


Pelvic and 
calyceal 
deformities; 
displaced 
ureter 


Pelvic and 
calyceal 
deformities 


Pelvic and 
calyceal 
deformities 


Pelvic and 
calyceal 
deformities; 
displaced 
ureter 


Pelvic and 
calyceal 
deformities ; 
displaced 
kidney 

and ureter 
Pelvic and 
calyceal 
deformities 


Renal tumor 


Renal tumor 
Renal tumor 
Stone 
Perihilar mass 
Perihilar mass 


Hydro- 
nephrosis 


Renal tumor 


Renal cyst; 
renal tumor 


Renal cyst 


Renal tumor 


Renal cyst 


Renal cyst 


Operation 


Operation 
Operation 
Operation 
Operation 
Operation 
Operation 
Operation 


Operation 


Operation 


Operation 
Operation 


Operation 


Urogram 


Operation 


Excision of cyst 


Excision of cyst 
Excision of cyst 
Excision of cyst 
Nephrectomy 

Excision of cyst 
Excision of cyst 
Excision of cyst 


Excision of cyst 


Excision of cyst 


Excision of cyst 
Excision of cyst 


Excision of cyst 


Excision of cyst 


Nephrectomy; 
excision of cyst 





29 








are the same as those of the larger cysts. 

Incidence.—Rivolta (1889) reported the 
first 2 cases of large parapelvic cysts. We 
have collected 31 cases and add 2 personal 
cases for a total of 33. In all probability 
the condition is more common than these 
figures indicate. Undoubtedly the true na- 
ture of the cyst is not always recognized, 
or the condition is not reported. The 18 
cases of paranephric cysts collected by 
Albarran and Imbert (1903) did not in- 
clude a single case of true parapelvic cyst. 

Braasch and Hendrick encountered 3 
cases of parapelvic cysts in 163 operations 
for renal cysts but gave no details of these 
cases. Dubilier and Evans reviewed a 
large series of renal masses studied neph- 
rotomographically and noted only 7 cases 
in which the appearance of parapelvic 
cysts was presented, but they reported the 
details of only 2 cases. Consequently, we 
have not included in our compilation of 
cases the 3 cases mentioned by Braasch 
and Hendricks or the 5 cases of Dubilier 
and Evans. The presumptive case of para- 
pelvic cyst reported by Leroy is also not 
included, since the diagnosis was not con- 
firmed by operation or autopsy. The 2 
parapelvic cysts described by Olanescu 
and his co-workers, on careful study, prove 
to be a pyelogenic cyst and calyceal diver- 
ticulum respectively. Adler, Israel, Mor- 
ganstern, Krogius, Haslinger and Texiera 
have reported the observation of cystic 
masses communicating with the renal pel- 
vis, which they have designated either as 
paranephritic, pelvicale or multilocular 
cysts, but on careful study each of the 
cysts appeared to be an acquired diverticu- 
lum communicating with the renal pelvis; 
hence they are not included as parapelvic 
cysts. 

Age: The majority of large parapelvic 
cysts occur in the sixth decade of life (15 
cases), the seventh decade (6 cases) and 
the eighth decade (4 cases), with only 2 
cases in the third and fifth decades and 1 
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in the fourth decade. In 8 cases the age 
was not stated. The youngest patient was 
24 years old (our Case 1), the oldest 74 
(Henthorne). The average age was 54 
years. In the 20 cases of small parapelvic 
cysts reported by Henthorne the age var- 
ied from 17 to 71 years, only 3 patients 
being under 50. 

Sex: Large parapelvic cysts are ob- 
served more frequently in the male than 
in the female. There were 29 men, 11 
women and 3 patients of unstated sex. In 
Henthorne’s series of small cysts there 
were 16 male and 4 female patients (4:1). 

Side: The condition was observed more 
frequently in the left kidney (22 cases) 
than in the right (9 cases). In 2 cases the 
side involved was not stated. 

Clinical Features—No characteristic 
symptom complex is associated with para- 
pelvic cysts. The small cysts (0.2 to 1 cm. 
in diameter) are asymptomatic, and their 
presence is detected at autopsy or exam- 
ination of the operative specimen. The 
large cysts (1 to 15 cm. in diameter) may 
be accompanied by any of a wide variety 
of symptoms caused by the obstruction, 
infection or stone formation resulting 
from partial occlusion of the ureter, the 
pelvis or the calyx. Extrarenal or intra- 
renal compression of the blood vessels sup- 
plying the kidney may lead to hyperten- 
sion and may be accompanied by varying 
degrees of renal functional impairment. 

The most common complaint in the se- 
ries of large cysts we reviewed was of 
dull persistent or intermittent pain in the 
renal area on the affected side. Sharp pain 
or colic has been noted in a few cases. 
Symptoms referable to the urinary tract, 
i.e., urgency and frequency of urination, 
dysuria, etc., are usually absent unless an 
antecedent or concomitant urinary infec- 
tion is present. Hematuria is rarely asso- 
ciated with this lesion. Fever is uncommon 
in the absence of urinary infection. 

Hypertension may occur as a result of 
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compression of the renal artery. It was 
observed by Scholl (2 cases), Gotzen (2 
cases) and Dubilier and Evans (1 case). 
Excision of the cysts produced a consider- 
able and persistent drop in the blocd 
pressure in each case. 

Diagnosis.—As has been indicated, the 
diagnosis of small parapelvic cysts is made 
only by examination of the kidney re- 
moved at autopsy or operation. In the case 
of large parapelvic cysts the most impor- 
tant diagnostic aid is urographic investi- 
gation. A plain film may reveal the outline 
of a peripelvic mass, as in our Case 2. Ex- 
cretory urograms may show the charac- 
teristic changes, due to compression and 
distortion, in the outline of the pelvis and 
calyces, which, as a rule, are not as sharp- 
ly delineated as those obtained by retro- 
grade pyelographic examination. The fol- 
lowing urographic changes are commonly 
associated with large parapelvic cysts: 
(1) compression, distortion or elongation 
of the renal pelvis; (2) compression, dis- 
tortion or elongation of one or more caly- 
ceal infundibula when the cyst extends 
intrarenally; (3) variable degrees of pye- 
lectasis and caliectasis; (4) displacement 
of the upper third of the ureter, and (5) 
variable degrees of. displacement or rota- 
tion of the affected kidney. These changes 
are often better defined in films taken in 
the lateral oblique position than in the 
routine anteroposterior pyelogram. 

Perirenal air injections may be valuable 
in demonstrating the extrarenal position 
of the large parapelvic cyst. Dubilier and 
Evans have successfully employed neph- 
rotomograms to demonstrate the exact 
position of the cyst. They have pointed 
out that parapelvic cysts, unlike solitary 
serous cysts, are not surrounded by opaci- 
fied renal parenchyma and therefore do 
not possess the typical marginated: radio- 
lucent appearance of parenchymal serous 
cysts. Aortographic and arteriographic 
studies are not indicated except in those 
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Fig. 2 (Case 2).—Preoperative retrograde left 

pyelogram showing (a) compression and medial 

displacement of left renal pelvis; (6) compres- 

sion of lower and middle calyces, and (c) faint 

outline of parapelvic adjacent to upper portion 
of left ureter. 


rare cases in which parapelvic cysts are 
accompanied by hypertension, the com- 
pressed or constricted arterial supply of 
the kidney being graphically demonstrable. 
The diagnosis of parapelvic cyst is ex- 
tremely difficult at all times. In the 31 
collected cases, the correct diagnosis of a 
peripelvic or hilar cystic mass was made 
in only 4 (Kutzman and Sauer; Dubilier 
and Evans [2 cases] and our Case 1). A 
further indication of the diagnostic diffi- 
culties is to be found in the report of Du- 
bilier and Evans who reported that in 13 
cases of renal hilar masses demonstrated 
pyelographically and regarded as para- 
pelvic cysts, surgical exploration revealed 
only 7 parapelvic cysts and 2 lipomas, and 
the remaining 4 were not subjected to 
operation. It is interesting to note that 
in every case of large parapelvic cyst they 
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TABLE 3.—Parapelvic Cysts: An Analysis of 33 Cases—Nature and Size of Cysts, 
Additional Observations and General Comment 











Nature of Size of 
Case Cysts __ Cysts Additional Data General Comment 
1 Multiple, 10-15 mm. : - 
unilocular; diameter 
1 multi- 
locular , 
2 Single, Pea 
unilocular 
3 Single, Orange 
unilocular 
4 Single, Cherry 
unilocular 
5 Single, Child’s head 
unilocular 
6 Single, Apple 
unilocular 
7 Unilocular 5 ec. Clear cystic fluid 
8 Single, Walnut Extension into 
multilocular renal sinus 
9 Single, Small (1 cm. 
unilocular diameter) 
10 Single, Cherry Calcification of cyst wall Extrarenal 
unilocular calcification 
11 Single, 5 em. Clear cystic fluid; chronic B.P., preoperative, 
unilocular diameter pyelonephritis 178/96; postoperative, 
140/80 
12 Single, 4 cm. Extension into renal B.P., preoperative, 
unilocular diameter sinus: chronic 180-210/200; post- 
pyelonephritis operative, 136/90 
13 Single, ? 
unilocular 
14 Multiple, 4 Clear cystic fluid 3 cysts 
unilocular 
15 Single, 15 cm. Clear cystic fluid; exten- 
unilocular diameter sion into renal sinus; 
parenchymal destruction 
16 Single, 10 cm. Clear cystic fluid; calci- 
unilocular diameter fication of cyst wall 
17 Single, 150 ce. Clear cystic fluid “Acute abdomen”; 
unilocular laparotomy done 
first; 2 previous 
pregnancies 
18 Single, Large Clear cystic fluid; exten- 
unilocular _ sion into renal sinus 
19 Single, Large Clear cystic fluid; exten- 
unilocular sion into renal sinus 
20 Single, Large Clear cystic fluid; exten- 
multilocular sion into renal sinus 
21 Single, Large Clear cystic fluid; exten- 
unilocular sion into renal sinus 
22 Single, Large Clear cystic fluid; exten- 
unilocular sion into renal sinus 
23 Single, 15 cm. Clear cystic fluid; exten- 
unilocular diameter sion into renal: sinus; 
parenchymal destruction 
24 Single Large Clear cystic fluid; exten- Nephrectomy and 


sion into renal sinus 


repair of pelvic 
laceration 
(Continued) 
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TABLE 3.—Parapelvic Cysts: An Analysis of 33 Cases—Nature and Size of Cysts, 
Additional Observations and General Comment (Continued) 





General Comment 








Diagnosis tomographic 


Diagnosis tomo- 
graphic; B.P. not af- 
fected by operation 


Previous pregnancies 


B.P., preoperative, 
160/105; postopera- 
tive, unchanged 


Nature of Size of 

Case Cysts Cysts Additional Data 

25 Single and Large Clear cystic fluid; chronic 
multiple pyelonephritis 

26 Single and Large C.ear cystic fluid 
multiple 

27 Multiple, Olive Extension into 
unilocular renal sinus 

28 Single, Pigeon’s egg Clear cystic fluid 
unilocular 

29 Single, Chestnut Clear cystic fluid 
multilocular 

30 Single, Goose egg Clear cystic fluid 
unilocular 

31 Single, Hen’s egg’ Clear cystic fluid 
unilocular 

32 Single, 10 by 5 cm. Clear cystic fluid; exten- 
unilocular sion into renal sinus 

33 Single, 2 by 3 by 1 cm. Clear cystic fluid; exten- 
unilocular sion into renal sinus 





found several smaller cysts as well as one 
or more large cysts. The large cysts often 
protruded from the hilus, and the smaller 
cysts were situated deep in the renal hilus, 
in close proximity to the calyces. 

The condition is most frequently diag- 
nosed preoperatively as a space-occupying 
mass compressing the pelvis. It was con- 
sidered cystic in 8 cases, neoplastic in 6 
cases and both in 4 cases. In the remaining 
7 operative cases the diagnosis was fo- 
cused on the accompanying hydronephro- 
sis (2 cases), renal calculus (1 case), and 
ureteral calculus (1 case). In 3 cases the 
diagnosis was not stated. 

Differential Diagnosis —Parapelvic 
cysts must be carefully distinguished from 
the following conditions: 

1. Solitary Serous Cyst: A large cen- 
trally located solitary cyst of the deep in- 
trarenal type may produce pyelographic 
changes quite similar to those associated 
with a parapelvic cyst. One distinguishing 
feature is the fact that large serous cysts 
are often. accompanied by a typical mar- 
ginated radiolucent appearance of the 
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adjoining parenchyma. It should be em- 
phasized that extensive pyelographic de- 
formities of the renal pelvis and calyces 
are more likely to occur with large cen- 
trally located serous cysts than with large 
peripheral cysts located at the poles or on 
the external surface of the kidney. It is 
well to bear in mind that large cysts of 
the lower pole of the kidney may produce 
some degree of displacement of the pelvis 
and of pyelectasis and caliectasis as a re- 
sult of displacement and compression of 
the ureter. 

2. Renal Neoplasms: The pelvic, calyceal 
and ureteral deformities and distortions 
of a large parapelvic cyst are frequently 
mistaken for a renal neoplasm. A large 
malignant neoplasm of the renal paren- 
chyma is usually accompanied by one or 
more of the classic triad of symptoms, i.e., 
pain, tumor mass and hematuria. The lat- 
ter type of tumor is also responsible for 
other serious constitutional changes, i.e., 
anorexia, loss of weight, fever, metastasis, 
anemia, polycythemia, and hypertension. 
The pyelographic changes produced by a 
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large parenchymal tumor, particularly the 
elongation, compression and obliteration 
of the adjacent calyx and the pelvic de- 
formity, are usually more extensive and 
destructive than those produced by a para- 
pelvic cyst or a serous cyst of similar size 
and position. 

An intrapelvic tumor of the papillary 
carcinomatous type can be readily distin- 
guished from a large parapelvic cyst by 
the fact that the former lesion produces 
an irregular deformity of the outline of 
the pelvis with an accompanying filling 
defect within the pelvis and, occasionally, 
alterations in the outline or incomplete 
filling of one or more calyces due to par- 
tial or complete occlusion or invasion of 
the calyces by the tumor mass. A careful 
history, particularly of painless hema- 
turia, is of inestimable value in establish- 
ing the correct diagnosis in cases of 
papillary carcinoma of the pelvis. 

A lipoma situated at or near the renal 
hilus and originating in the peripelvic fat 
may present unusual diagnostic difficul- 
ties. According to Dubilier and Evans, 
this type of tumor produces a distortion 
of the pelvis similar to that caused by a 
parapelvic cyst but is also accompanied 
by a sharp marginated radiolucent shadow 
surrounding the tumor. In 2 personal 
cases of intrarenal lipoma of the renal 
sinus, we observed that the tumor mass 
produced a sharp, rounded, punched-out 
defect in the pelvic outline, with no gross 
distortion of the pelvis. 

3. Pyelogenic Cyst: This lesion is also 
referred to as a pyelogenous cyst. It is 
congenital, occurs in the medullary zone 
and communicates with the pelvis or in- 
fundibulum of a major calyx. The cyst is 
usually small (1 to 3 cm. in diameter), is 
lined by transitional epithelium and con- 
tains urine. It can be readily demon- 
strated by excretory or retrograde 
pyelographic studies. This type produces 
minimal pelvic and calyceal deformity or 
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displacement. It is usually asymptomatic 
unless accompanied by infection of the 
urinary tract or calculus formation. Sin- 
gle or multiple calculi may be present in 
the cyst cavity. In 1 of our cases 30 small 
calculi (2 to 3 mm. in diameter) were 
removed at operation. 

4. Diverticulum of the Renal Pelvis: 
This rare lesion may be difficult to differ- 
entiate from a large parapelvic cyst be- 
cause of the similarity of the clinical 
features. The condition is easily recog- 
nized, however, by excretory or retrograde 
pyelographic investigation, which permits 
the opaque medium to enter and fill the 
diverticular sac. The diverticulum is usu- 
ally small and oval or round; as a rule it 
does not exceed 3 cm. to 5 em. in diameter, 
but occasionally it becomes very large. It 
rarely penetrates the renal hilus to pass 
up along the calyx or under the renal cap- 
sule. The pathogenesis of pelvic diver- 
ticulum has not been definitely established. 
Some authors regard it as a congenital 
lesion resulting from faulty division of the 
pelvic portion of the ureteral bud (wolffian 
duct), and others regard it as an acquired 
lesion secondary to obstruction or inflam- 
mation. The cases reported by Adler, 
Israel, Morganstern, Krojius, Haslinger 
and Galken belong in the latter category. 

5. Polycystic Disease: As a rule this con- 
genital bilateral disease should present no 
great diagnostic problem, but in the early 
stages, with unilateral or bilateral involve- 
ment, it may be difficult to differentiate 
from a large parapelvic cyst. A history 
of hereditary or familial occurrence of 
polycystic disease should aid greatly in 
distinguishing between the two conditions. 
The following clinical features are com- 
monly associated with polycystic disease: 
(1) impaired renal function manifested 
by azotemia, decreased phthalein output, 
albuminuria, microscopic hematuria or 
pyuria, etc.; (2) low specific gravity of 
the urine, indicating a decrease in the 
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concentrating capacity of the affected kid- 
ney; (8) constitutional symptoms, i..e., 
anemia, anorexia, hypertension, etc., and 
(4) bilateral palpable masses in the renal 
fossae, with large, irregular globular sur- 
face changes. These signs and symptoms 
vary with the size and extent of the cystic 
changes. 

The characteristic pyelographic changes 
associated with polycystic disease in the 
advanced or late stages inlude (1) cre- 
centic distortion of the terminal calyces; 
(2) elongation and distortion of the major 
calyces, the so-called “spider leg defor- 
mity”; (3) compression and elongation of 
the pelvis; (4) right angulation of the 
ureter in relation to the pelvis, and (5) 
downward displacement of the kidney and 
lateral displacement of the ureter to the 
midline. 

6. Peripelvic Cysts (Paracalyceal or 
Hilus Cysts): This rare type of intra- 
renal cyst has been described by Hemperl, 
Barrie and Helwig. They are multiple and 
bilateral and are situated in the peripelvic 
fat in the region of the terminal calyces, 
but they do not communicate with the cal- 
yces. The cysts vary from 1 or 2 mm. to 2 
cm. in diameter, are ovoid and contain a 
clear, protein-free fluid, which occasion- 
ally may be tinged with blood. The cysts 
are lined with flattened mesothelial cells. 
The condition is asymptomatic and is dis- 
covered only at autopsy in persons be- 
tween the ages of 50 and 92 years. The 
cysts are regarded as dilated interstitial 
spaces of a functional resorptive type and 
are usually accompanied by shrinkage of 
the renal parenchyma in elderly persons 
with severe wasting diseases. 

Treatment.—The treatment of para- 
pelvic cysts is considerably influenced by 
their size, number and location. -Small 
parapelvic cysts are asymptomatic and re- 
quire no specific therapy except that, when 
they are discovered at operation for some 
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other renal disease, simple excision or 
puncture may suffice. 

The large parapelvic cysts, which are 
accompanied by intermittent or persistent 
lumbar or abdominal pain, infection or 
inflammation of the urinary tract, require 
surgical treatment, which may be conser- 
vative or radical. Whenever possible, the 
surgical aim should be to preserve or re- 
store the integrity and functions of the 
affected kidney. A conservative operation, 
simple excision of the entire cyst (when 
the cyst is situated outside the pelvis) and 
of the extrarenal portion of the cyst 
(when it extends into the renal sinus be- 
neath the parenchyma), is the treatment 
of choice. With the latter type of cyst, 
simple excision of its extrarenal portion 
may be supplemented by cauterization 
(with phenol, formaldehyde or another 
sclerosing agent) of the intrarenal portion 
of the cystic cavity. One cannot stress too 





Fig. 3 (Case 2).—Postoperative retrograde left 
pyelogram shows return to normal configuration 
of renal pelvis and lower and middle calyces. 
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strongly the danger and folly of attempt- 
ing to remove or dissect out the intrarenal 
portion of the cyst, which is intimately 
adherent to the branches of the main 
renal artery or the large interlobular 
arteries. Such action may lead to uncon- 
trollable hemorrhage and an unnecessary 
nephrectomy. 

After simple excision of the cyst, every 
effort should be made to restore the af- 
fected kidney to its normal position to 
insure good drainage of urine, particularly 
in those cases in which large parapelvic 
cysts cause displacement and rotation of 
the kidney and ureter. This may be read- 
ily accomplished by suspending the kidney 
with perinephric fat, after the method of 
Deming. 

The radical operation, nephrectomy, 
should be reserved for those cases in which 
the cyst has produced extensive destruc- 
tion of the renal parenchyma, with irre- 
versible impairment of renal function 
and/or severe hypertension. 


REPORT OF CASES 


CASE 1.—S. S., a white man aged 24 years, 
a married pharmacist, was admitted to Sinai 
Hospital on Nov. 3, 1952, with the complaint 
of dull persistent pain in the right lower ab- 
dominal! quadrant, of fifteen months’ duration. 
There were no urinary symptoms referable to 
the urinary tract. No history of antecedent 
urinary disease could be elicited. 

Examination revealed no abnormalities ex- 
cept for tenderness in right upper and lower 
quadrants of the abdomen. The blood pressure 
in millimeters of mercury was 120 systolic 
and 70 diastolic. The urine was normal. Blood 
chemical values, the hematocrit reading and 
all blood counts were within normal limits. 

On November 4 excretory urographic exam- 
ination revealed a normal left kidney. On the 
right there was moderate hydronephrosis with 
obstruction at the ureteropelvic juncture, elon- 
gation and compression of the lower major 
calyx with upward displacement and compres- 
sion of the lower portion of the dilated pelvis. 
Retrograde pyelograms confirmed these obser- 
vations. The tentative diagnosis was right 
hydronephrosis, with obstruction at the ure- 
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teropelvic juncture and a_ space-occupying 
mass, probably cystic, in the lower pole and 
compressing the pelvis (Fig. 1 A). 

On November 7 the left kidney was exposed 
through a lumbar incision. The structures of 
the renal pelvis were dissected free, and an 
aberrant branch of the renal artery was ob- 
served crossing and compressing the ureter 
at the ureteropelvic juncture. A large ovoid 
parapelvic cyst, measuring approximately 10 
by 5 cm. and containing 120 cc. of a dark 
brownish fluid, was observed on the anterior- 
inferior surface of the pelvis. The cyst ap- 
peared to extend into the renal sinus under 
the parenchyma. Its exposed surface was ex- 
cised, but the inside of the cyst under the 
parenchyma was not cauterized. Nephropexy 
was performed after the method of Deming. 

Convalescence was uneventful, and the pa- 
tient was discharged from the hospital on 
November 17. Retrograde pyelograms were re- 
peated one month (Fig. 1, B and C) and six 
months after the operation. 

Histologic examination of the cyst wall 
showed the lining to consist of flattened endo- 
thelium and the walls of fibrous tissue, with 
tubular remnants in one portion. 


CASE 2.—M. H., a white male clerk aged 60, 
married, was admitted to Sinai Hospital on 
Feb. 15, 1960, by Dr. L. H. Tankin, with a 
complaint of dull “nagging” pain in the left 
costovertebral angle for the past eight months. 
He also stated that he had had urgency and 
frequency of urination, nocturia, dysuria and 
pyuria for one year. The past history was 
normal except for a left inguinal hernioplasty 
and varicocelectomy at the age of 18 and an 
appendectomy at 10. 

On examination the positive signs were 
tenderness in the left costovertebral angle and 
a benign enlargement of the prostate (first 
degree). The blood pressure in millimeters of 
mercury was 120 systolic and 70 diastolic. 
Microscopically the urine showed numerous 
pus cells, and on culture it revealed hemolytic 
Staphylococcus albus and Streptococcus fe- 
calis. The blood chemical values were within 
normal limits. 

Cystoscopic and retrograde pyelographic 
studies were performed on February 17. Mod- 
erate intraurethral enlargement of the median 
lobe and the posterolateral portions of both 
lateral lobes was noted. The bladder showed 
no pathologic change. A No. 5F ureteral cath- 
eter was passed up each ureter with ease. 
Bilateral retrograde pyelograms revealed a 
normal right kidney and ureter. The outline 
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of the left kidney, in its midportion, showed 
a bulge on its external surface. The superior 
aspect of the pelvis and the middle and lower 
major calyces were displaced and compressed 
by a space-occupying mass (Fig. 2). A tenta- 
tive diagnosis of left renal neoplasm was 
made. 

On February 19 the left kidney was exposed 
through a lumbar incision. There was a large 
ovoid cyst (about 10 by 3 cm.) on the anterior 
aspect of the pelvis, extending for a short dis- 
tance into the renal sinus. The cyst contained 
clear straw-colored fluid. It was multilocular 
and did not communicate with the pelvis. A 
small nodular mass (2 by 3 by 1 cm.) was 
present on the outer border of the lower pole 
of the kidney, and a biopsy specimen was 
taken from this mass. The protruding portion 
of the cyst wall was excised, but the cyst wall 
was not cauterized. A Deming type of nephro- 
pexy was done. 

The patient had an uneventful convalescence 
and was discharged on February 29. He will 
return later for transurethral resection of the 
prostate. The retrograde pyelogram was re- 
peated one month after the operation (Fig. 3) 
and showed complete restoration of the normal 
configuration of the pelvis and calyces. 

Histologic examination of the cyst wall 
showed its lining to be flattened endothelium. 
The wall itself was composed of dense fibrous 
tissue. The cystic fluid was clear, straw-colored 
and contained no urinary salts or colloids. 
Histologic section of the biopsy nodule showed 
chronic pyelonephritis. 


CONCLUSIONS 


A review of the literature and an ac- 
count of personal experience with a large 
number of renal cysts of different types 
are presented. 

A simple and practical classification of 
cystic lesions in and around the kidney, 
based on the anatomic relations and the 
communication of the cysts with the pel- 
viocalyceal system, is presented in the 
hope of eliminating the confusion and con- 
troversy attending the clinical and patho- 
logic diagnosis of these lesions. 

Large parapelvic cysts of the kidney are 
rare clinical and pathologic entities. The 
authors have collected 31 cases of large 
parapelvic cysts and add 2 personal cases. 
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This type of cyst has been previously 
described as pyelolymphatic, peripelvic 
lymphatic, peripelvic, hilus or hilar, pelvic 
or parapelvic cyst. 

A parapelvic cyst may be defined as an 
extrarenal cyst situated at the hilum of 
the kidney, in intimate contact with the 
external surface of the pelvis and occa- 
sionally extending into the renal sinus 
along the course of the pelvis and/or one 
or more calyces. 

The pathogenesis of this type of cyst 
has not been definitely established. Three 
theories have been proposed: (1) that it 
is acquired, with a lymphangiomatous ori- 
gin; (2) that it is a congenital malforma- 
tion originating as an embryonic remnant 
of either the wolffian duct or the mesono- 
nephron, and (3) that it is congenital 
and of retroperitoneal origin. The pre- 
ponderance of evidence appears to support 
the first theory. 

From a pathologic and clinical stand- 
point parapelvic cysts may be classified 
in two groups: (1) small, multiple, asymp- 
tomatic cysts and (2) a large solitary cyst 
causing symptoms. 

The most common symptom associated 
with a large parapelvic cyst is pain, usu- 
ally dull, persistent and localized to the 
renal area but occasionally sharp and col- 
icky as a result of ureteral obstruction. 
Symptoms referable to the urinary tract 
are absent except in cases of antecedent 
or concomitant infection of the tract. In 
an occasional case, hypertension due to 
compression of the vascular pedicle may 
be present. 

The diagnosis of a large parapelvic cyst 
is usually made by excretory or retrograde 
urographic study. The following pyelo- 
graphic changes are commonly associated 
with this condition: (1) compression, dis- 
tortion or elongation of the pelvis; (2) 
compression or distortion of one or more 
calyces when the cyst extends into the 
renal sinus; (3) varying degrees of pye- 
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lectasis and caliectasis; (4) displacement 
of the upper third of the ureter, and (5) 
displacement or rotation of the affected 
kidney. Lateral oblique pyelograms and 
nephrotomograms may be of value in de- 
fining the size and position of these cysts. 

Large parapelvic cysts must be differ- 
entiated from the following lesions: soli- 
tary serous cyst, benign or malignant 
renal neoplasm, pyelogenic cyst, diverticu- 
lum of the renal pelvis, polycystic disease 
and peripelvic cyst. 

The treatment of a large parapelvic cyst 
is usually conservative surgical excision 
and, in rare instances, radical nephrec- 
tomy. Complete excision is the operation 
of choice when the cyst is entirely extra- 
renal. Partial excision is indicated when 
the cyst extends into renal sinus, and this 
procedure may be supplemented with 
chemical cauterization of the intrarenal 
portion of the cyst. Excision of the intra- 
renal portion is extremely hazardous and 
may lead to uncontrollable hemorrhage 
necessitating nephrectomy. Nephrectomy 
is indicated only when the cyst has pro- 
duced serious impairment of renal func- 
tion, irreversible damage and_ severe 
hypertension. 

SCHLUSSFOLGERUNG 


Die Verfasser geben einen Uberblick 
iiber das Schrifttum und iiber ihre per- 
sOnlichen Erfahrungen beziiglich einer 
grossen Anzahl von Nierenzysten ver- 
schiedener Art. 

In der Hoffnung, die Verwirrung und 
die Meinungsverschiedenheiten hinsicht- 
lich der klinischen und _ pathologischen 
Diagnostik dieser Krankheitsveranderun- 
gen auszuschalten, schlagen sie eine ein- 
fache und praktische Einteilung von 
Zystenbildungen innerhalb und in der Um- 
gebung der Niere vor, die sich auf die 
anatomischen Beziehungen und die Kom- 
munikation der Zysten mit dem System 
des Beckens und der Kelche der Nieren 
stiitzt. 


38 





JULY, 1961 


Grosse parapelvine Nierenzysten sind 
seltene klinische und pathologische Krank- 
heitsbilder. Die Verfasser haben 31 sol- 
cher grossen parapelvinen Zysten gesam- 
melt und fiigen zwei Falle eigener 
Erfahrung hinzu. Diese Zystenform ist 
unter verschiedenen Namen _ beschrieben 
worden: pyelolymphatische, peripelvine 
lymphatische oder peripelvine Zyste, Nie- 
renbeckenzyste oder pelvine oder parapel- 
vine Zyste. 

Man versteht unter einer parapelvinen 
Zyste eine extrarenale am Nierenhilus 
sitzende Zyste, die dicht an der Aussen- 
flache des Nierenbeckens gelegen ist und 
sich gelegentlich in die Nierenbucht ent- 
lang dem Verlauf des Nierenbeckens und 
manchmal auch eines oder mehrerer 
Kelche erstreckt. 

Die Pathogenese dieser Zystenart ist 
noch nicht entgiiltig geklart. Es gibt drei 
Theorien, namlich 1.) dass es sich um 
eine erworbene vom Lymphgefassystem 
ausgehende Erkrankung, 2.) dass es sich 
um eine aus einem embryonalen Rest des 
Wolffschen Ganges oder des Mesonephrons 
entspringende angeborene Missbildung 
und 3.) dass es sich um eine kongenitale 
Erkrankung retroperitondalen Ursprungs 
handelt. Die tiberwiegende Mehrzahl der 
Befunde scheint die erste Theorie zu be- 
giinstigen. 

Vom pathologischen und klinischen 
Standpunkt aus lassen sich parapelvine 
Zysten in zwei Gruppen einteilen: kleine, 
vielfache, asymptomatische Zysten und 
grosse, Symptome hervorrufende Einzel- 
zysten. 

Das haufigste bei der grossen parapel- 
vinen Zyste auftretende Symptom ist der 
Schmerz, der gewohnlich dumpf, anhal- 
tend und auf die Nierengegend beschrankt 
ist, aber gelegentlich infolge von Blockie- 
rungen des Harnleiters auch scharf und 
kolikartig sein kann. Mit Ausnahme von 
Fallen, in denen eine Infektion der Harn- 
wege vorangegangen ist oder gleichzeitig 
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besteht, kommt es zu keinen Symptomen, 
die auf eine Erkrankung des Harnsystems 
schliessen lassen. Gelengentlich kann eine 
Blutdruckerhéhung infolge von Kompres- 
sion des Gefisstieles vorhanden sein. 

Die Diagnose einer grossen parapelvi- 
nen Zyste wird gewohnlich auf Grund der 
Ausscheidungspyelographie oder der re- 
trograden Réntgenuntersuchung gestellt. 
Die Réntgenbilder weisen bei dieser 
Erkrankung gewohnlich folgende Veran- 
derungen auf: 1.) Zusammendriickung, 
Verzerrung oder Verlingerung des Nie- 
renbeckens, 2.) Zusammendriickung oder 
Verzerrung eines oder mehrerer Kelche, 
wenn die Zyste sich in die Nierenbecken- 
bucht hinein erstreckt, 3.) Erweiterung 
des Nierenbeckens und der Kelche ver- 
schiedenen Grades, 4.) Verlagerung des 
oberen Drittels des Harnleiters und 5.) 
Verlagerung oder Drehung der befallenen 
Niere. Seitliche und schrage Pyelogramme 
und tomographische Nierenaufnahmen 
konnen zur Bestimmung der Groésse und 
Lage dieser Zysten von Nutzen sein. 

Differentialdiagnostisch miissen grosse 
parapelvine Zysten von folgenden Er- 
krankungen getrennt werden: solitare 
serése Zyste, gutartige oder bdésartige 
Nierengeschwulst, Nierenbeckenzyste, 
Nierenbeckendivertikel, polyzystische Nie- 
renentartung und peripelvine Zyste. 

Die Behandlung der grossen parapelvi- 
nen Zyste besteht gewohnlich in konser- 
vativer Resektion und in seltenen Fallen 
in radikaler Nierenresektion. Wenn die 
Zyste vollig ausserhalb der Niere liegt, ist 
die komplette Resektion der Zyste das Ver- 
fahren der Wahl. Eine Teilresektion ist 
angezeigt, wenn die Zyste sich in die Nie- 
renbucht hinein erstreckt, und dieser Ein- 
griff kann dann durch chemische Ver- 
atzung des innerhalb der Niere gelegenen 
Zystenabschnittes erginzt werden. Die 
Resektion des intrarenalen Zystenteiles ist 
ausserst gefahrlich und kann zu einer un- 
stillbaren Blutung fiihren, die eine Nie- 
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renresektion unvermeidlich macht. Die 
Resektion der Niere ist nur dann ange- 
zeigt, wenn die Zyste zu einer schweren 
irreparablen Schadigung der Nierenfunk- 
tion und zu schwerer Blutdruckerhéhung 
gefiihrt hat. 


CONCLUSIONS 


Les auteurs présentent une revue de la 
littérature et un exposé de leur expérience 
s’étendant sur un nombre élevé de cas 
kystes du rein de types variés. 

Ils décrivent une classification simple et 
pratique des lésions kystiques du rein et 
a son niveau, basée sur les rapports ana- 
tomiques et sur la communication des 
kystes avec le systéme pelvio-calicéal, dans 
l’espoir de mettre fin 4 la confusion et aux 
controverses au sujet du diagnostic cli- 
nique et pathologique de ces lésions. 

Les grands kystes parapelviens du rein 
sont des entités cliniques et pathologiques 
rares. Les auteurs en on réuni 31 cas, 
auxquels ils ajoutent 2 cas personnels. 
Cette variété de kyste a été décrite sous les 
dénominations suivantes: kyste pyélo- 
lymphatique, péripelvien, lymphatique, 
kyste du hile rein, kyste pelvien ou para- 
pelvien. 

Un kyste parapelvien peut étre défini 
comme un kyste extrarénal, logé dans le 
hile du rein, en contact intime avec la sur- 
face externe du pelvis et se prolongeant 
occasionnellement dans le sinus rénal, le 
long du passage du pelvis, et/ou dans un 
ou plusieurs calices. 

La pathogénése de ce type de kyste n’a 
pas encore été nettement établie. Trois 
théories ont été proposées: 1) il est acquis 
et d’origine lymphangiomateuse; 2) il 
s’agit d’une malformation congénitale dont 
Yorigine est un résidu embryonnaire soit 
du canal soit du corps de Wolff; 3) il est 
d’origine congénitale et rétropéritonéale. 
Les preuves dont nous disposons semblent 
étayer la premiére de ces théories. 

Du point de vue pathologique et clinique, 
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les kystes parapelviens peuvent étre di- 
visés en deux groupes: 1) les kystes petits, 
multiples, asymptomatiques; 2) les grands 
kystes solitaires provoquant des symp- 
tomes. 

Le symptome le plus courant associé au 
grand kyste parapelvien est la douleur, 
habituellement sourde, persistante et loca- 
lisée au niveau du rein, mais parfois vio- 
lente et du type colique par suite de |’ob- 
struction urétérale. Les symptomes se 
référant au systéme urinaire sont absents, 
sauf dans les cas d’infection antérieure ou 
concomitante du systéme urinaire. I] peut 
aussi y avoir de l’hypertension par suite de 
la compression du pédicule vasculaire. 

Le diagnostic du grand kyste parapel- 
vien se fait en général par |’examen 
urographique excrétoire ou rétrograde. 
Les modifications pyélographiques suivan- 
tes sont le plus souvent associées a cet 
état: 1) compression, distorsion ou élonga- 
tion du pelvis; 2) comprégsion ou distor- 
sion d’un ou de plusieurs calices lorsque le 
kyste s’étend jusque dans les sinus rénaux; 
3) degrés variables de pyélectasie et de 
caliectasie; 4) déplacement du tiers supé- 
rieur de l’uretére; 5) déplacement ou ro- 
tation du rein atteint. Des pyélogrammes 
et néphrotomogrammes latéraux obliques 
peuvent étre utiles pour la détermination 
du volume et de la position de ces kystes. 

Les grands kystes parapelviens doivent 
étre différenciés des lésions suivantes: 
kyste séreux solitaire, néoplasme rénal 
bénin ou malin, kyste pyélogénique, diver- 
ticule du pelvis rénal, affection polykysti- 
que et kyste péripelvien. 

Le traitement des grands kystes para- 
pelviens consiste en général en une ex- 
cision chirurgicale conservatrice et, dans 
de rares cas, en une néphrectomie radicale. 
L’excision totale est l’opération de choix 
quand le kyste est entiérement extrarénal. 
L’excision partielle est indiquée quand le 
kyste se prolonge dans le sinus rénal, et 
cette technique peut étre complétée par 
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une cautérisation chimique de la partie 
intrarénale du kyste. L’excision de partie 
intrarénale est extremement dangereuse 
et peut provoquer une hémorragie incon- 
trélable nécessitant une néphrectomie. La 
néphrectomie n’est indiquée que lorsque 
le kyste a provoqué un trouble grave de la 
fonction rénale, une lésion irréversible et 
une hypertension sérieuse. 


CONCLUSIONI 


Viene presentata una rassegna della let- 
teratura e dell’esperienza personale sull’- 
argomento delle cisti del rene. 

Queste vengono classificate a seconda dei 
loro rapporti anatomici con il rene e della 
loro eventuale communicazione con le ca- 
vita’ calicopelviche; questa classificazione 
ha lo scopo di eliminare gran parte della 
confusione e delle controversie sulla diag- 
nosi e sulla patologia di tali lesioni. 

Le grandi cisti parapelvice sono rare; 
l’autore ne ha raccolto 31 casi dalla let- 
teratura e ne ha agiunti 2 personali. 
Questo tipo di cisti ha ricevuto varie de- 
nominazioni: pielolinfatiche, peripelviche, 
peripelviche linfatiche, ilari, pelviche o 
parapelviche. 

La cisti parapelvica puo’ essere definita 
come una cisti extrarenale, situata all’ilo 
del rene, a stretto contatto con la super- 
ficie esterna della pelvi e talora insinuata 
nel seno renale lungo il bacinetto, o i calici. 
I pielogrammi in posizione laterale obli- 
qua e la stratigrafia del rene possono es- 
sere utili per stabilire le dimensioni e la 
posizione della cisti. 

Le grandi cisti parapelviche debbono 
essere differenziate dalle seguenti lesioni: 
cisti sierose solitarie, tumori renali be- 
nigni o maligni, cisti pielogeniche, diver- 
ticoli della pelvi renale, malattia policis- 
tica del rene e cisti peripelviche. 

La cura consiste abitualmente nella as- 
portazione della cisti e solo in rari casi 
nella nefrectomia radicale. L’escisione 
completa e’ l’intervento di scelta quando 
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la cisti e’ completamente extrarenale, 
mentre l’escisione parziale e’ indicata 
quando la cisti si insinua nel seno renale, 
e questo intervento deve essere completato 
dalla cauterizzazione chimica della parte 
intrarenale cisti. L’asportazione della por- 
zione intrarenale e’ estremamente ri- 
schiosa e puo’ causare un’emorragia in- 
frenabile che costringe alla nefrectomia. 

La nefrectomia e’ indicata soltanto 
quando la cisti abbia prodotto grave in- 
sufficienza renale con danni irreversibili 
e ipertensione. 

La sua patogenesi non e’ ancora stata 
identificata esattamente. Sono state pro- 
poste 3 teorie: (1) che sia acquisita e di 
origine linfangiomatosa; (2) che sia una 
malformazione congenita dovuta a un re- 
siduo embrionale del dotto di Wolff o del 
mesonefro; (3) che sia congenita e di 
origine retroperitoneale. La prima teoria 
sembra la piu’ attendibile. 

Dal punto di vista anatomopatologico e 
clinico le costi parapelviche possono essere 
divise in due gruppi: (1) cisti piccole, 
multiple, asintomatiche, e (2) cisti grandi 
solitarie causanti disturbi. 

I] sintomo piu’ frequente e’ rappresen- 
tato dal dolore, che di solito e’ profondo, 
persistente e localizzato in sede renale, 
ma talvolta puo’ essere acuto e di tipo 
colico a causa di ostruzione dell’uretere. 
Mancano disturbi urinari tranne in caso 
di infezione antecedente o concomitante 
della via urinaria. Puo’ anche essere pre- 
sente ipertensione per compressione del 
peduncolo vascolare. 

La diagnosi si basa sulla urografia e 
sulla pielografia ascendente. Si notano di 
solito le seguenti modificazioni: (1) com- 
pressione, deformazione o allungamento 
della pelvi; (2) compressione o deforma- 
zione di uno o piu’ calici quando la cisti si 
prolunga nel seno renale; (3) pielectasia 
e calicectasia di vario grado; (4) sposta- 
mento del terzo superiore dell’uretere; (5) 
spostamento o rotazione del rene. 
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Correction: In the March 1961 issue of the Journal, an error occurs in the box sum- 
mary of Dr. M. Solowiejczyk’s article Suggested Aids to the Surgical Treatment of 
Imperforate Anus and Congenital Malformation of the Rectum, p. 371. For “should 
the child be in suitable condition” please read “should the child not be in suitable 
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uterine bleeding during menstrua- 

tion is often termed dysfunctional 
bleeding, this condition may be accom- 
panied by coexisting factors in the young 
woman in whom carcinoma of the endo- 
metrium develops. This was borne out by 
a ten-year survey of 11 cases of endome- 
trial adenocarcinoma occurring in women 
less than 40 years of age. This survey was 
carried on at the Charity Hospital of 
Louisiana in New Orleans. 

According to publications dealing with 
this often reviewed subject, corporeal 
adenocarcinoma has generally been re- 
garded as having a better prognostic out- 
look than other pelvic malignant growths; 
nevertheless there is much to be desired 
in the treatment of this neoplastic process. 
There is a growing suspicion that some 
have become overoptimistic about the fu- 
ture of patients with endometrial carci- 
noma.? 

It has been shown that in women 
between the ages of 20 and 40 years, ab- 
normal uterine bleeding can occur in any 
histologic type of endometrium. Probably 
in the majority of cases of functional uter- 
ine bleeding the endometrium is of the 


gprs abnormal and irregular 


From the Department of Obstetrics and Gynecology, In- 
dependent Unit, Charity Hospital of Louisiana at New 
Orleans. 

Submitted for publication March 27, 1961. 





43 





The authors report a survey of 
endometrial carcinoma in women 
under 40, pointing out the error of 
assuming that carcinoma of the 
uterine corpus does not occur in 
young women. They recommend 
intracavitary irradiation, followed by 
panhysterectomy with adnexectomy. 











estrogen type, and there may be an obvi- 
ous lack of the progesterone effect. There 
are strong indications that estrogenic sub- 
stances are of great importance in the 
causation of uterine carcinoma. While 
many series have been reported in which 
endometrial carcinoma in general is dis- 
cussed, few have dealt with this condition 
in the young woman? who suddenly is 
faced with a diagnosis of carcinoma of the 
corpus while undergoing a routine evalua- 
tive study for infertility or dysfunctional 
uterine bleeding. 

In this paper, attention is focused on 
the fact that carcinoma of the endome- 
trium does occur among members of the 
so-called younger age group, and that one 
should be especially suspicious in the case 
of the obese, infertile, hypertensive woman 
with a history of abnormal menses. 
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Presentation of Data.—Material: A to- 
tal of 337 cases of endometrial carcinoma 
has been reviewed at the Charity Hospital 
during a ten-year period from January 
1950 through December 1959, and in 11 
cases (3.26 per cent) the tumors were 
observed in women less than 40 years of 
age. 

The average age of women with adeno- 
carcinoma of the corpus, calculated during 
this ten-year evaluation by the Tumor 
Registry*® at this institution, was 5814 
years. It may be noted (Table 1) that the 
average age of the 11 women in this series 
was 35.3 years, the extremes being 28 and 
39 years. Only 1 patient was in the third 
decade of life. Seven of the 11 patients 
were Caucasian and 4 were Negro. Infer- 
tility was an important factor in this se- 
ries, as 8 of the 11 patients were nullip- 
arous and another patient had only one 
child. Their average gravidity was 1.1, 
and the average parity was 0.7. It is ironic 
that the only 2 patients exhibiting any 
degree of fertility (those in Cases 7 and 
11) unfortunately had stage IV endome- 
trial carcinoma‘ at the time of their first 
admission to the hospital. 

Obesity was a factor in this series, the 
weights of ten of the patients ranging 





TABLE 1.—Preliminary Data 











: 8 > $2 
3 "ay ae a ame a m eS 
at ee ee te are re S23 
D.W. 28 N 0 0 Marked 130/85 265 47 
G.J. 32 W 2 1 Yes 132/84 111 36 
L.A. 32 N 0 0 Yes 110/80 91 41 
R.H. 34 N 0 0 Yes 180/95 93 35 
M.G. 36 W 0 0 * 120/70 * 35 
F.B. 36 W 2 0 Yes 156/70 100 42 
R.L. 37 N 4 4 Yes 200/110 105 13 
A.H. 38 W 1 0 Yes 160/100 * 41 
M.F. 38 W 0 0 Yes 158/118 83 38 
S.L. 38 W 0 0 Slight 134/84 94 36 
H.P. 39 W 3 3 Marked 115/80 103 39 
*Not recorded. 
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from 155 to 235 pounds (70.3 to 106.6 
Kg.). The weight and physical character- 
istics of the other patient were not re- 
corded. In this series diabetes was not a 
significant factor, and only 1 patient had 
glycosuria and glycosemia. This was the 
youngest patient, who was 28 years of age 
and had diabetes complicated by bilateral 
cataracts of several years’ duration. Five 
of the 11 patients exhibited some degree 
of hypertension, and 1 patient (Case 7) 
had severe hypertension and a residual 
elevation of blood pressure after her preg- 
nancies (Table 1). 

In 10 of the 11 cases the hematocrit 
readings and hemoglobin determinations 
were normal at the time of treatment, 
while in 1 (Case 7) there were severe 
anemia and a Stage IV endometrial car- 
cinoma characterized by excessive and 
prolonged uterine bleeding. It may be 
noted that, although abnormal bleeding 
was existent, anemia was unusual.® 

Methods of Diagnosis: The diagnostic 
use of the endometrial biopsy* has been 
stressed in a previous manuscript,’ and 
for 4 of the 11 patients with adenocarci- 
noma of the corpus uteri the correct diag- 
nosis was obtained by this office procedure 
(Table 2). Curettage was employed in ob- 
taining a diagnosis of adenocarcinoma of 
the corpus for 4 of the patients. In 3 cases, 
carcinoma of the corpus was diagnosed 
accidentally when the pathologist observed 
adenocarcinoma of the endometrium in 
surgical specimens examined after oper- 
ations for what seemed to be bleeding 
fibroids. 

Of course, the last-mentioned method of 
diagnosing malignant disease is not advo- 
cated; hence, the use of the endometrial 
biopsy and the Papanicolaou exfoliative 
cytologic examination as a _ prerequisite 
diagnostic procedure has been adopted for 
investigation of possible pelvic malignant 
change in preoperative patients. 

Management: The treatment of the pa- 
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TABLE 2.—Treatment and Results 








Method of Pathologic Date of Type of 
Patient Diagnosis Report Treatment Treatment Follow-Up Recurrence 
D. W. Endometrial Adenocar- 12-31-57 Radium & Alive No 
biopsy cinoma operation 5-4-60 
G. a: D&C Adenocar- 9-17-53 Radium, Alive No 
cinoma Operation 12-31-60 
& X-ray 
L. A. Endometrial Adenocar- 9-12-51 Radium & Alive No 
biopsy cinoma Surgery 6-23-59 
ta. Hysterectomy Adenocar- 8-18-50 Operation Died 1953 — 
for fibroids cinoma & X-ray of vulvar 
myxosarcoma 
M. G. Hysterectomy Adenocar- 2-25-53 Operation Alive 1-30-57; Unknown 
for fibroids cinoma lost to 
follow-up 
FE. B, D&C Adenocar- 10-30-56 Operation Alive No 
cinoma & X-ray 4-5-60 
me as D&C Adenocar- 4- -53 X-ray* Died Terminal 
cinoma 6-6-53 
(Stage IV) 
Endometrial Adenocar- 11-15-58 Radium Lost to Unknown 
biopsy cinoma follow-up 
M. F. Hysterectomy Adenocar- 12- 1-51 Operation Alive No 
for fibroids cinoma & X-ray 5-17-60 
S. L. D&C Adenocar- 11- 5-58 Radium, Alive No 
cinoma Operation 4-22-60 
& X-ray f 
HP. Endometrial Adenocar- 7-17-54 X-ray Died Terminal 
biopsy cinoma 11-23-54 
(Stage IV) 





*Primary treatment elsewhere. 


tients in this series did not follow any 
standardized method of management. Two 
patients were given only high voltage 


roentgen therapy to the pelvis, as they. 


were in a terminal phase of the disease. 
One patient was given only intracavitary 
radium therapy after confirmation of the 
presence of endometrial carcinoma by en- 
dometrial biopsy, but this patient was lost 
to follow-up shortly after initial treat- 
ment. Two patients were given preopera- 
tive intracavitary radium therapy, fol- 
lowed by abdominal hysterectomy. Three 
patients were initially operated on for 
fibroids and given postoperative high volt- 
age roentgen therapy to the pelvis after 
the pathologic diagnosis of malignant dis- 
ease was returned. One of these patients 
was subsequently lost to follow-up and 
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further treatment. Two patients were 
treated with preoperative intracavitary 
radium therapy, operation and postopera- 
tive high voltage roentgen therapy to the 
pelvis. 

Evaluation of Treatment: Six of the 11 
patients are alive and exhibit no evidence 
of recurrence, despite differing modes of 
management (Table 2). Two patients 
were lost to follow-up after the initial 
operation or radium treatment alone, and 
the 2 patients with Stage IV carcinoma 
of the corpus, treated with palliative high 
voltage roentgen therapy to the pelvis, 
died within five months. One other patient 
died three years after surgical treatment 
for fibroids, which was followed by high 
voltage roentgen therapy to the pelvis. A 
second primary malignancy (myxosar- 
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coma) of the vulva had developed in this 
patient. The patients who have returned 
for their follow-up after an early diagno- 
sis of adenocarcinoma of the endometrium 
and have accepted treatment show good 
survival rates (Table 2), while the 2 pa- 
tients in the terminal (Stage IV) phase 
both died shortly after the diagnosis had 
been made. 


COMMENT 


In our opinion, it is evident that if an 
early diagnosis of adenocarcinoma of the 
endometrium is to be made, one must rec- 
ognize the fact that young women who 
exhibit certain physical characteristics 
and who, when questioned, reveal a “‘sus- 
picious” history, seem liable to this type 
of malignant tumor. It may be noted that 
most of the patients in this series were 
obese, and that the majority of them, to 
some degree, infertile. Although 5 pa- 
tients exhibited varying degrees of hyper- 
tension, most of them were, to some de- 
gree, obese, and this may account for their 
elevated blood pressures. Several authors 
have noted this fact in recent observations. 
Diabetes was not a factor in this series, as 
only 1 patient had had rather severe dia- 
betes for several years. 

Secretion of the endometrium with 
secondary functional bleeding may occur 
at any time between menarche and the 
menopause, although it is more common 
in mid-menstrual life than at the ex- 
tremes, when hyperplasia so commonly 
occurs. In all cases of irregular bleeding 
an extremely careful investigation must 
be carried out if the possibility of organic, 
local or systemic disease is to be elim- 
inated. This investigation also helps elim- 
inate the possibility of blood dyscrasias, 
such as aplastic anemia and leukemia, as 
the causes of vaginal bleeding. It is gener- 
ally accepted that any symptoms sugges- 
tive of carcinoma of the fundus, such as 
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abnormal bleeding, must be thoroughly 
investigated before any medication is 
given to control the symptoms. Some pa- 
tients in this age range (20 to 40 years) 
may be receiving hormonal therapy for 
dysfunctional uterine bleeding or infer- 
tility, and the physician may assume that 
abnormal bleeding is due to the steroids 
prescribed and so delay the diagnostic 
studies—endometrial biopsy or curettage 
—necessary to detect an early curable 
carcinoma of the uterus. Patients with 
leiomyomas of the uterus do not seem pre- 
disposed to a greater than average inci- 
dence of adenocarcinoma of the endome- 
trium,® although 3 patients had uterine 
fibroids, apparently bleeding, and subse- 
quently underwent operations, no thought 
having been given to the possibility of 
carcinoma of the uterine corpus. Patients 
with adenomyosis or endometriosis do not 
seem predisposed to the development of 
adenocarcinoma. 

We cannot overstress the use of the 
endometrial biopsy® as a diagnostic proce- 
dure, as 4 of the malignant lesions in this 
series were detected by clinic biopsies. 
Anesthesia was not used. Though the pro- 
cedure may be uncomfortable, none of the 
patients complained bitterly of pain and 
no analgesic medications were adminis- 
tered. The endometrial biopsy accom- 
plishes several objectives, including the 
diagnosis of anovulatory cycles in cases of 
sterility, endocrine abnormalities and in- 
flammatory conditions of the endome- 
trium, as well as the detection of an 
endometrial neoplasm. This procedure 
also has a place in the diagnosis of cyesis, 
missed or incomplete abortions and extra- 
uterine gestation. If the endometrial bi- 
opsy is to be used to obtain these impor- 
tant types of diagnoses, a proper specimen 
that is correctly fixed with solution of for- 
maldehyde should be obtained and a 
thorough examination should be made by 
a qualified pathologist. Neoplastic cells in 
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the vaginal smear frequently arouse the 
first suspicion of early malignant change. 
A positive diagnosis is made only after 
histologic examination of the endometrium 
removed by endometrial biopsy and/or 
curettage. As part of the preoperative 
workup on women suspected of having 
genital malignant disease, posterior vag- 
inal fornix aspirations of exfoliated cells, 
as described by Papanicolaou,’ should be 
utilized for detecting endometrial growths. 
One patient with a positive cytologic 
smear can be recalled in whose case 
further workup by intrauterine curettage 
gave negative results, and an exploratory 
laparotomy for fibroids and an adnexal 
thickening revealed a primary papillary 
adenocarcinoma of the fallopian tube. 
At the time of writing, the usual treat- 
ment of carcinoma of the corpus consists 
of applications of intracavitary radium or 
radioactive cobalt beads, followed within 
six to eight weeks by an adequate Wer- 
theim hysterectomy. Endometrial carci- 
noma, like cervical carcinoma, spreads 
primarily by extension and through the 
lymphatics. Radium, used preoperatively, 
seals the lymphatic channels, reduces the 
infection and generally shrinks the tumor. 
Some have advocated pelvic lymphadenec- 
tomy at the time of panhysterectomy.™ 
We have used pelvic node incision at the 
time of operation, and have made an 
investigative study and long-term ap- 
praisal.'2 We have often begun the abdom- 
inal hysterectomy with the patient in the 
lithotomy position, and utilized the upper 
one-third of the vagina in closing over the 
cervix. The vaginal cuff is dissected and 
closed over the cervix, and this closure is 
done over a small sponge saturated with 
95 per cent alcohol. This solution kills 
viable exfoliating tumor cells. We would 
emphasize the fact that treatment should 
consist of suturing to close the cervix, or 
of utilizing the aforementioned technic 
and ligating the fallopian tubes before 
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actually beginning the abdominal hys- 
terectomy. This prevents the neoplastic 
cells from spilling into the abdominal cav- 
ity during the manipulation required to 
perform the operation. 

Regardless of the type of therapy used, 
whether it be irradiation or operation 
alone! or the preoperative use of radium 
followed by operation and postoperative 
high voltage roentgen therapy to the pel- 
vis'? there is a necessity for individual 
treatment. In’ these circumstances the 
prognosis should be good, since the re- 
cently formed lesions have had less time 
to invade the uterus and metastasize. Ob- 
viously, the patients in Cases 7 and 11 
were considered poor risks, and only high 
voltage roentgen therapy to the pelvis was 
given for palliation. One patient under- 
went 2 applications of intracavitary ra- 
dium but failed to return for her definitive 
postirradiation operation. Carcinoma in 
situ of the endometrium has been de- 
scribed,'* and this may account for the 
fact that some carcinomas of the corpus 
have been completely removed by curet- 
tage." In 1 case there was evidence of 
stromal invasion in the surgical specimen, 
but none of the remaining patients in this 
group had undergone biopsies or endome- 
trial diagnostic studies previously. In our 
opinion, intracavitary application of ra- 
dium is not indicated as a treatment for 
uterine bleeding and should not be em- 
ployed unless a specific diagnosis of carci- 
noma of the endometrium is obtained. 

There are strong indications that estro- 
genic substances may be of real impor- 
tance as etiologic factors in uterine 
carcinoma. Their importance is difficult to 
evaluate in the premenopausal woman, in 
view of the lack of hyperplasia of the en- 
dometrium. No pathologic report on any 
of the patients in this small series men- 
tioned the presence of polycystic ovaries 
of the Stein-Leventhal type. Jackson and 
Dockerty'* have analyzed this situation. 
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We should not conclude that endometrial 
hyperplasia, if present, predisposes these 
young women to carcinoma. 

The final prognosis of endometrial car- 
cinoma in young women depends on the 
age of the lesion at diagnosis, the ana- 
plasia of the tumor, the presence of other 
disease or the possibility of a second pri- 
mary malignant lesion.'? Treatment then 
depends on the patient’s operative status 
and the stage of the disease. A plea is 
made for an unhurried pretherapeutic at- 
tempt to diagnose endometrial carcinoma 
before operation is employed for other 
uterine disease or before intrauterine ra- 
dium or radioactive cobalt is applied. This 
lesion must be assigned to the correct 
stage and vigorously treated by the ac- 
cepted standardized methods. It does ap- 
pear that obesity and carcinoma of the 
corpus are frequently coincidental in the 
same patient, and some have attempted to 
show that sterility and nulliparity are 
among the etiologic factors in this disease. 
Adenocarcinoma beginning in the uterine 
fundus has probably the best prognostic 
outlook of all pelvic malignant tumors. 
Young women with such tumors should be 
enabled to look forward to living to a ripe 
old age and not to spending the remainder 
of their days with a malignant disease be- 
cause of inadequate treatment. 

Author’s Note: We wish to extend personal 
thanks to Miss Mildred E. Blake, Librarian, Love- 


lace Foundation, for her help in the preparation 
of this manuscript. 


SUMMARY AND CONCLUSIONS 

A ten-year survey of endometrial carci- 
noma in women under 40 years of age is 
reported. Hypertension, obesity, infertility 
and dysfunctional uterine bleeding may be 
coexisting factors. The diagnostic use of 
the Papanicolaou exfoliative cytologic 
smear and the endometrial biopsy and 
curettage is stressed. Intracavitary ir- 
radiation, followed by adequate panhys- 
terectomy with adnexectomy, is the 
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accepted therapy. The final prognosis de- 
pends on the age of the lesion, the degree 
of anaplasia of the tumor, the presence of 
metastasis and the coexistence of other 
disease. 


RESUME ET CONCLUSIONS 


La bréve série de cas décrite porte sur 
une période de dix ans ayant trait au car- 
cinome endométrique chez des femmes de 
moins de 40 ans. L’hypertension, |’obé- 
sité, la stérilité et un saignement de |’uté- 
rus par trouble fonctionnel, sont des fac- 
teurs qui peuvent co-exister dans |’appari- 
tion du carcinome du fond de !’utérus chez 
les femmes de ce groupe d’age. L’utilité 
diagnostique des frottis cytologiques ex- 
foliatifs de Papanicolaou, ainsi que de la 
biopsie de l’endométre et du curettage, est 
soulignée. L’irradiation intracavitaire sui- 
vie d’une panhystérectomie suffisante avec 
ablation des annexes, est une thérapeuti- 
que reconnue. Le pronostic final dépend 
de l’ancienneté de la lésion, du degré 
d’anaplasie de la fumeur, de la présence de 
métastates ou d’une affection concomi- 
tante. L’attention est attirée sur le fait 
que le carcinome du corps se manifeste 
également chez les femmes d’un groupe 
d’age plus jeune. 


RIASSUNTO E CONCLUSIONI 


Viene riferita una rassegna dei carci- 
nomi endometriali osservati in un periodo 
di 10 anni in donne al di sotto dei 40 anni 
di eta’. 

Nelle donne giovani 10 sviluppo del car- 
cinoma del fondo puo’ accompagnarsi a 
obesita’, ipertensione, sterilita’ ed emor- 
ragie funzionali. L’impiego abituale del 
metodo di Papanicolaou per 10 studio cito- 
logico degli strisci vaginali e la biopsia 
dell’endometrio sono molto importanti per 
la diagnosi. La terapia consigliata e’ rap- 
presentata dalla irradiazione intracavita- 
ria seguita da isterectomia totale con an- 
nessiectomia. La prognosi ultima dipende 
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dalla eta’ della lesione, dal grado di ana- 
plasia del tumore, dalla presenza di me- 
tastasi e dalla coesistenza di altre malattie. 
Viene richiamata |’attenzione sulla possi- 
bilita’ di riscontrare il carcinoma del corpo 
uterino nelle donne giovani. 


ZUSAMMENFASSUNG UND SCHLUSSFOLGERUNGEN 


An einer kleinen Gruppe von Patientin- 
nen wird ein Uberblick tiber den zehn- 
jahrigen Verlauf des Karzinoms des Endo- 
metriums bei Frauen im Alter von 
weniger als 40 Jahren gegeben. Bei 
Frauen dieses verhaltnismassig jungen 
Alters kann die Entwicklung des Fundus- 
karzinoms mit Blutdruckerhoéhung, 
Fettsucht, Unfruchtbarkeit und auf funk- 
tionellen Stérungen beruhenden Gebar- 
mutterblutungen verbunden sein. Der 
diagnostische Wert der Papanicolaouschen 
zytologischen Untersuchung der abgeschil- 
ferten Gebadrmutterschleimhaut und die 
Bedeutung der Probeexzision des Endo- 
metriums sowie der Ausschabung werden 
besonders hervorgehoben. Die allgemein 
anerkannte Form der Behandlung besteht 
in intracavitarer Bestrahlung mit nach- 
folgender umfangreicher Resektion der 
Gebarmutter einschliesslich der Adnexe. 
Die endgiiltige Prognose haingt von der 
Dauer der Erkrankung, vom Grade der 
Anaplasie der Geschwulst, vom Vorhan- 
densein von Metastasen und vom gleich- 
zeitigen Bestehen anderer Erkrankungen 
ab. Besondere Beachtung wird der Tat- 
sache geschenkt, dass Karzinome des Ge- 
barmutterkérpers bei Frauen der jiinge- 
ren Altersgruppe vorkommen. 
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Operation for Cataract and Allied Procedures 


ALBERT C. ESPOSITO, B.S., M.D., F.A.C.S., F.1.C.S., D.A.B. 
HUNTINGTON, WEST VIRGINIA 


HE ocular surgeon of today lives in underlying general procedure which is 
an era in which, with continued re- followed. 
search by individual ocular surgeons It is my strong conviction that every 
and minute improvements in intrumenta- ocular surgeon should perform that op- 
tion, technics and drugs, there has been’ eration which is best for the individual 
evolved a technic that offers maximum patient’s condition which he can do most 
safety to the patient and greater operat- easily and quickly and which offers the 
ing ease to the surgeon. best possible percentages of success; that 
Although each ocular surgeon varies his every surgeon should learn those of the 
surgical technic to fit his own tempera- new technics which appear simple enough 
ment and skill, there is, of course, an to be adaptable to his own use in further 
improvement of his degree of success, and 
Presented before the XII Biennial International Congress that in every case every possible safeguard 
of Surgeons, Rome, Italy, May 1960, and at the Post-Con- * 
vention Conference in Israel. to insure a successful result. 
Submitted for publication Sept. 26, 1960. Cataract.—In the past decade the sur- 
gical treatment of senile cataracts has 





made much progress. A successful result 
5 : is now commonly obtained in 93 to 97 
The author a hasines the impor- per cent of cases, as was noted in my own 
tance of the individual case of oph- series of more than 600 cataract extrac- 
thalmic surgical disease and the than. 
optnnuni - a aaes eeeetieg Preoperatively, slit lamp and tonometric 
ong bi ne procaine with ong af data aid in planning the operative routine. 
Ree seers meee. a Massage of the globe at operation (Atkin- 
recommends constant “enon to son) helps to soften the globe and pre- 
ae een rll tasonmicneresg vents loss of vitreous. The use of such 
si AE orsermmened rome ee Ase drugs as Thorazine and the pentobarbi- 
a ee P acne 2% tals, in appropriate doses, and the judi- 
seb Pes, Sra ee — cious use of alpha Chymotrypsin all have 
preset — weerer _— ens ard aided in increasing the percentage of suc- 
contributed significantly, in his 
: cessful results. 
nuh 40 Snmnesing She number ot The basic routine of my series is as 
successful results. ‘Side » 
1. Preoperatively, the eye is anesthe- 
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tized with Pontocaine 0.5 per cent and the 
pupil dilated for the round pupil extraction 
with a 10 per cent solution of Neo- 
synephrine, 1 drop for three doses at three 
minute intervals, with 1 per cent atropine 
sulfate if this drug is not contraindicated. 
The combination of atropine and Neo- 
synephrine appears to dilate the pupil and 
keep it dilated. 

2. The lashes are cut routinely to safe- 
guard against implantation cysts. 

3. Akinesia of the lids is obtained by 
the Van Lint and O’Brien technics, with 
2 per cent procaine hydrochloride or 
Tetracaine solution. 

4. The retrobulbar injection is per- 
formed with a short (3.5 cm. or 114 inch) 
23-gauge needle to eliminate the possibil- 
ity of retrobulbar hemorrhage. Then, as 
advised by Atkinson, firm pressure is ap- 
plied to the globe for three to five minutes. 
(This maneuver, I am firmly convinced, 
was principally responsible for the pre- 
vention of vitreous loss in this series.) 

5. If a narrow palpebral aperture is 
present and a canthotomy is necessary, 
a small hemostat is applied to the area to 
crush the tissues prior to cutting. This 
materially reduces bleeding. 

6. Routine lid sutures are used even 
when a speculum is employed. They are 
useful when there is threatened or actual 
loss of vitreous and in relieving lid pres- 
sure from the globe if necessary. 

7. A bridle suture is routinely used as 
another safeguard. As I reported in 1955, 
a No. B-660, 6/0 Ethicon nylon suture 
with an acrylic needle is used for this pur- 
pose. It is colored blue, so as to be more 
readily visible on the sterile drapes. When 
black silk was used it proved difficult to re- 
move from the bridle suture area, and of- 
ten a gentle pull resulted in collapse of the 
air bubble previously inserted in the ante- 
rior chamber. The ease with which this 
nylon suture can be inserted, the fine cut- 
ting needle that accompanies it and the 
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ease with which it can be removed after 
extraction of the cataract make it ideal for 
this purpose. A small serrefine is used to 
hold it taut. 

8. As for the conjunctival flap, the ques- 
tion of limbus versus fornix as a base 
finds disciples on both sides. In my own 
opinion, the procedure that is simplest 
and easiest for the individual surgeon 
should be used. In my series I used the 
fornix-based flap because it was quickly 
prepared, appeared to have the advantage 
of permitting plasma from the conjunc- 
tival surface to ooze into the corneal in- 
cision and promoted healing (Tassman 
and others). 

9. Multiple corneal scleral sutures, 
either pre- or postplaced and of either 
6/0 black silk or catgut are used and 
strongly recommended. Swan_ reported 
that, in 1 of every 4 cases in which catgut 
was used, a fistulizing bleb developed at the 
site. In this series I used five No. 6/0 black 
silk corneal scleral sutures. The McLean 
corneoscleral suture, or a modification 
thereof, appears statistically to be the 
suture of choice. I have been using two 
preplaced McLean sutures at 11 and 2 
o’clock and then three postplaced sutures 
at 10, 12 and 1 o’clock, for a total of five 
sutures. I have found the Burch pick in- 
valuable in positioning the preplaced su- 
ture and use the Paufique forceps exclu- 
sively for holding the corneal and scleral 
margins for the postplaced sutures. I use 
the Barraquer cilia forceps for tying all 
sutures, and the Castroviejo needle holder. 
I am convinced that the multiple corneo- 
scleral suture technic which permits tight 
closure of the wound, has been instru- 
mental in cutting the incidence of iris pro- 
lapse, until its occurrence is now ex- 
tremely rare, and also in making early 
ambulation possible. 

10. As for the actual cataract incision, 
the controversy as to whether to use kera- 
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tome scissors or knife-scissors continues, 
most schools conceding that both are sta- 
tistically good. It is the surgeon who, in 
choosing one method over the other, be- 
comes the final judge, his decision being 
based on the ease and dexterity with 
which he accomplishes the section. In our 
series, section with the Graefe knife and 
the Castroviejo angular scissors was cho- 
sen, and I attempted to bevel the section 
for better approximation of the edges. 

11. The question of limbal versus 
scleral section should be settled on the 
basis of the preoperative slit lamp appear- 
ance of the cornea. If no contraindications 
are present, a limbal type of corneal side 
section is routinely performed. This use 
of the corneal section probably accounts 
for the fact that there were only 2 cases 
of postoperative hyphemia in a series of 
over more than 600 cases. The section 
should be adequate and should open at 
least 50 per cent of the circumference. 
Adequate exposure is truly axiomated in 
ocular surgery, just as it is in general 
surgery. If an erisophake, such as the one 
I devised in 1950, is to be used to extract 
the cataract, enlargement of the section 
from 1 to 2 mm. on the temporal side can 
be of great help in tumbling the lens and 
preventing trauma to the posterior por- 
tion of the cornea and Descemet’s mem- 
brane in addition to reducing striate 
keratitis to another rarity. 

12. The problem of peripheral iridot- 
omy or iridectomy versus complete iri- 
dectomy is often a problem. In this series 
I routinely attempted to perform a round 
pupil extraction and used one or two pe- 
ripheral iridotomies or a small peripheral 
iridectomy as the procedure of choice. It 
is my opinion that the round pupil does 
assist in holding back the face of the 
vitreous, as has been noted by Davis, 
Perera and others. Massage of the globe 
and the round pupil have been instru- 
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mental in keeping my percentage of vit- 
reous loss below 1 per cent. 

13. The judicious use of the enzyme 
Alpha Chymotrypsin during the past 
eighteen months has been a definite and 
spectacular addition to my technic. It has 
not been done routinely but only for 
patients who, on previous examination, 
had shown no signs of liquid vitreous, 
or whose fellow eye showed none. The 
1:5,000 strength was used in most cases 
and the 1:10,000 strength at times. The 
time interval was shorter with the 
stronger solution. I have not used it for 
children as yet and have set the arbitrary 
age limits of 12 to 60 for patients who 
may be given the drug at this time. I 
have used both the Spanish and the United 
States preparations, and the results are 
comparable. 

14. Prior to the use of the enzyme, 
intracapsular extraction of cataract was 
the operation of my choice. It remains so 
today, but the ease with which the lens 
is delivered is considerably enhanced by 
use of the drug. My erisophake was the 
instrument of choice in this series. I now 
use the erisophake to irrigate the enzyme 
into the posterior chamber, or use the 
erisophake bulb and a Randolph cannula 
at the tip for this purpose and then wait 
two to four minutes before attempting 
extraction with the erisophake. Pearlman, 
reviewing 1,337 cases of senile cataract 
extraction, noted that “‘the use of the eri- 
sophake as compared to the lens forceps 
produces a lower rate of capsule rupture 
and less lens residue when the capsule was 
inadvertently ruptured.” The Bell, Dim- 
itry and other erisophakes all have their 
adherents, but Hope-Robinson, Givnor and 
others have noted that the Esposito eriso- 
phake (Sforz), by its length, weight, ade- 
quate negative pressure and similarity in 
size and weight to other ocular instru- 
ments, permits more maneuverability and 
greater ease of instrumentation. 
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15. An attempt was made in all cases 
to tumble the lens, in its intracapsular ex- 
traction, with the erisophake. When the 
enzyme is added either the sliding or the 
tumbling technic is used, depending on the 
depth of the anterior chamber remaining 
after the time interval. 

16. On concluding the procedure, with 
sutures tied, I routinely inject air into 
the anterior chamber in all cases. I con- 
sider this procedure highly valuable in 
pushing back the face of the vitreous, 
keeping the iris in its proper perspective 
and permitting the chamber angle to re- 
main wide open, thus preventing the for- 
mation of synechia in the chamber angle. 

Congenital Cataract.—I urge the aban- 
donment of discission in the surgical 
treatment of congenital cataracts or trau- 
matic cataracts in the young. If the con- 
ditions exist for surgical intervention, I 
recommend that a modified linear cataract 
extraction be used. I use a keratome, mak- 
ing a corneal incision 2 to 3 mm. from the 
limbus at 12 o’clock, then inserting a cys- 
tome to cut the anterior capsule and mac- 
erate the lens substance, with care not to 
cut the posterior capsule. The lens sub- 
stance is then irrigated out of the anterior 
chamber by using .a Randolph cannula 
through the lips of the corneal wound. No 
sutures are necessary if air is routinely 
injected into the anterior chamber. Atro- 
pinization and monocular occlusion are 
then employed. 

Glaucoma.—Briefly, I am _ convinced 
that instrumentation in the anterior cham- 
ber in operations for glaucoma should be 
avoided, to prevent the formation of sec- 
ondary cataract. Since 1948 I have used 
an abexterna incision to enter the anterior 
chamber in procedures that necessitate 
surgical treatment of the iris. Then gentle 
pressure is exerted on the lower or scleral 
edge of the wound, the iris being allowed 
to prolapse through the lips of the inci- 
sion, which permits me to perform what- 
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ever surgical maneuvers on the iris are 
necessary. This has been a valuable pro- 
cedure in operating on the iris. 
Enucleation—Here I recommend the 
use of a compressor in the orbit to reduce 
postenucleation hemorrhage. I have modi- 
fied the instruments available and since 
1955 have found the 3-size compressors 
invaluable in the stoppage of postenuclea- 
tion hemorrhage. The compressors are 
placed in hot saline solution and are re- 
peatedly inserted in the wound and held 
gently until bleeding stops. Meanwhile, 
the muscles and tendons, the capsule and 
the implant buried therein are sutured. 


SUMMARY 


The aim of all ocular surgical proce- 
dures should be to increase the number 
and degree of successful results. It should 
be fitted to the patient and the surgeon. 
The author advocates the following: 

1. Preoperative massage of the globe to 
prevent vitreous loss, the use of a short 
needle to prevent retrobulbar hemorrhage 
and the placing of a routine nylon bridle 
suture. 

2. The use of multiple corneal scleral 
sutures to permit early ambulation and 
to reduce drastically the incidence of iris 
and vitreous prolapse. 

3. The use of an adequate (50 per cent) 
corneal side limbal section to reduce the 
incidence of hyphemia. 

4. The use of the author’s erisophake 
(the Esposito erisophake) as the instru- 
ment of choice, because it reduces capsular 
ruptures and permits routine intracapsu- 
lar extraction of the lens. 

5. Extraction of the round pupil type 
to aid in holding back the vitreous and 
preventing vitreous loss. 

6. The use of Alpha Chymotrypsin, 
which has proved a spectacular addition to 
the author’s technic in selected cases. 

7. The routine injection of air in the 
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anterior chamber after the use of instru- 
ments therein. 

8. Linear extraction in all cases of con- 
genital cataract. 

9. In operations for glaucoma, an abex- 
terna approach, with pressure on the lower 
lip of the wound to reduce the incidence 
of secondary cataract by instrumentation 
in the anterior chamber. 

10. The use of orbital compressors to 
aid in checking postenucleation hemor- 
rhages. 

This paper, covering a series of more 
than 600 cataract extractions, is presented 
in the hope that it may prove of aid to the 
ocular surgeon working alone or the 
nurse-ocular surgeon team, wherever they 
may be. 


ZUSAM MENFASSUNG 


Alle chirurgischen Eingriffe am Auge 
sollten darauf ausgehen, die Zahl und den 
Grad erfolgreicher Ergebnisse zu verbes- 
sern. Die Operation muss den Bediirfnis- 
sen des Patienten und des Chirurgen 
angepasst sein. Der Verfasser macht fol- 
gende Empfehlungen : 

1. Massage des Augapfels vor der Ope- 
ration zur Vorbeugung des Verlustes von 
Glaskorperfliissigkeit, Verwendung einer 
kurzen Nadel zur Verhiitung retrobulba- 
rer Blutung und routinemassige Anlage 
einer Ziigelnaht aus Nylon. 

2. Die Anwendung mehrfacher_ kor- 
nealer Skleralnahte zur Erméglichung 
schneller Aufgabe der Bettruhe und zur 
drastischen Herabsetzung des Auftretens 
von Prolaps der Iris und des Glask6rpers. 

3. Die Ausfiihrung eines angemessenen 
zu fiinfzig Prozent auf der Hornhautseite 
gelegenen Limbusschnittes zur Herab- 
setzung des Auftretens von Vorderkam- 
merblutungen. 

4. Die Anwendung des Espositoschen 
Instruments, das das Vorkommen von 
Kapselrissen vermindert und die routine- 
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massige intrakapsulare Herausziehung der 
Linse gestattet. 

5. Extraktion nach dem Typus der 
runden Pupille zur Erleichterung des Zu- 
riickhaltens des Glaskérpers und zur 
Verhiitung des Verlustes von Glask6érper- 
fliissigkeit. 

6. Verwendung des Alphachymotryp- 
sins, das sich dem Verfasser als ein ein- 
drucksvolles Hilfsmittel in seiner Technik 
erwiesen hat. 

7. Routinemadssige Einspritzung von 
Luft in die vordere Kammer, nachdem 
Instrumente in ihr verwendet worden 
sind. 

8. Lineare Extraktion in allen Fallen 
von angeborenem Katarakt. 

9. Zugangsweg von aussen bei Glau- 
komoperationen mit Druck auf die untere 
Wundlippe zur Herabsetzung des Auf- 
tretens eines sekundéren Katarakts bei 
Instrumentierung in der vorderen 
Kammer. 

10. Anwendung von Augenhéhlenkom- 
pressoren zur Erleichterung der Kontrol- 
lierung von Blutungen nach Enukleation. 

Die Arbeit stiitzt sich auf Erfahrungen 
an 600 Kataraktextraktionen und soll nach 
der Hoffnung des Verfassers dem allein 
oder mit Unterstiitzung einer Schwester 
arbeitenden Augenchirurgen von Nutzen 
sein. 


RESUME 


Toutes les techniques de chirurgie ocu- 
laire devraient tendre a augmenter le 
nombre et la qualit des succés. Elles de- 
vraient étre adaptées aussi bien au patient 
qu’au chirurgien. L’auteur recommande les 
procédés suivants: 

1. Massage pré-opératoire du globe 
oculaire, pour prévenir une perte de corps 
vitré; utilisation d’une aiguille courte pour 
empécher l’hémorragie rétrobulbaire; su- 
ture de routine en nylon a points retenus. 

2. Sutures scléreuses cornéennes mul- 
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tiples, pour permettre un lever précoce et 
diminuer le risque de prolapsus de l’iris 
et du corps vitré. 

3. Section cornéenne latérale 4 50%, du 
limbe a la jonction de la cornée et de la 
conjonctive, pour diminuer l’hypohémie. 

4. Utilisation de l’erisophake de l’auteur 
(Erisophake d’Esposito), en tant qu’in- 
strument de choix, parce qu’il diminue les 
ruptures de la capsule et permet une ex- 
traction intracapsulaire de routine de la 
lentille. 

5. Extraction de la lentille dans le type 
de pupille ronde, pour aider a contenir le 
corps vitré et prévenir une perte de sa 
masse. 

6. Utilisation de Chymotrypsine Alpha, 
qui s’est révélée étre une adjonction spec- 
taculaire a la technique de |’auteur. 

7. Injection d’air, de routine, dans la 
chambre antérieure aprés manipulations 
instrumentales dans celle-ci. 

8. Extraction linéaire dans tous les cas 
de cataracte congénitale. 

9. Lors d’opérations de glaucomes, voie 
d’approche de l’extérieur, avec compres- 
sion de la lévre inférieure de la plaie, pour 
diminuer les possibilités de cataracte se- 
condaire par suite des manipulations in- 
strumentales dans la chambre antérieure. 

10. Utilisation de compresseurs orbi- 
taux pour aider a contréler les hémorra- 
gies apres énucléation. 

L’auteur présente ce travail englobant 
une série de 600 opérations de cataractes, 
dans l’espoir qu’il pourra étre utile aussi 
bien aux ophtalmologistes travaillant seuls 
qu’a ceux opérant en équipe. 


RESUMEN 


La meta de todos los mérodos quirirgi- 
cos oculares debe ser el aumenté en nt- 
mero y calidad de los resultados obtenidos. 
Y esto, tanto para el enfermo como para 
el cirujano. E] autor aconseja lo siguiente: 

1. El masaje preoperatorio del globo 
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ocular previene la pérdida de vitreo, el uso 
de una aguja corta para evitar la hemor- 
ragia retrobulbar y la colocaci6n rutinaria 
de una brida de nylon como sutura; 

2. El uso’ de suturas multiples esclero- 
corneales permite la deambulacién precoz 
y reduce drasticamente la aparicién del 
prolapso del iris y del vitreo; 

3. El] empleo de una incisi6n lateral cor- 
neal de un 50% reduce la aparicién de la 
hipemia; 

4. El empléo del erisofaco del autor 
(erisofaco de Expésito) como instrumento 
de eleccién reduce la ruptura capsular y 
permite la extraccién rutinaria intracap- 
sular del cristalino; 

5. La extraccioén del tipo de pupila re- 
donda permite mantener hacia atras el 
vitreo previniendo su pérdida; 

6. El empleo del Alfa Quimotripsin con- 
stituye una adicién expectacular a la téc- 
nica del autor; 

7. Se debe inyectar aire en la cAamara 
anterior después del empléo instrumental ; 

8. En todos los casos de catarata con- 
génita debe practicarse la extraccién li- 
near ; 

9. En las operaciones por glaucoma 
debe practicarse abordaje ab-externa con 
presién sobre el labio inferior de la herida 
para reducir la aparicién de la catarata 
secundaria a la instrumentacion en la ca- 
mara anterior ; 

10. Se deben usar compresores orbita- 
rios para ayudar al control de la hemor- 
ragia postenucleacion. 

Este trabajo, con referencia a mas de 
600 cataratas es presentado por el autor 
con la esperanza de que sirva de ayuda al 
cirujano oculista que trabaje solo o que 
trabaje en equipo en cualquier parte en 
que ekerza su profesi6n. 


RIASSUNTO 


Scopo di tutta la chirurgia oculare e’ 
quello di aumentare il numero dei buoni 
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risultati e di migliorarne la qualita’. 
L’autore suggerisce quanto segue: 

1. Il massagio preoperatorio del globo 
oculare per prevenire la perdita di vitreo, 
uso di un ago corto per prevenire le 
perdita di vitreo, |’uso di un ago corto per 
prevenire le emorragie retrobulbari e 
l’impiego sistematico di suture di nylon. 

2. L’uso di suture corneali sclerali mul- 
tiple per consentire una deambulazione 
precoce e ridurre efficacemente la even- 
tualita’ del prolasso dell’iride o del vitreo. 

3. L’uso di una conveniente sezione del 
limbo per ridurre la frequenza dell’ifemia. 

4. L’Uso dell’erisofaco (l’erisofaco di 
Esposito) che e’ uno strumento con cui si 
evitano le rotture capsulari ed e’ possibile 
la sistematica estrazione intracapsulare 
della lente. 

5. L’estrazione di tipo rotondo, che e’ 
utile per trattenere il vitreo e impedirne 
la perdita. 

6. L’impiego della chimotripsina Alfa, 
che rappresenta un farmaco di grande 
valore. 

7. L’insufflazione sistematica di aria 
nella camera anteriore, dopo gli interventi 
in questa sede. 

8. L’estrazione lineare in tutti i casi di 
cataratta congenita. 

9. Nelle operazioni per glaucoma una 
incisione dall’esterno, con compressione 
del labbro inferiore della ferita per ridurre 
la frequenza della cataratta secondaria. 
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10. uso di compressori orbitali per 
controllare le emorragie dopo la enuclea- 
zione. 

Questi consigli, che si riferiscono a una 
esperienza di oltre 600 cataratte asportate, 
vengono offerti nella speranza di giovare 
a quei chirurghi oculari che lavorano da 
soli e al personale di assistenza. 
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Tradition informs us, that in the infancy of the art all its branches were exer- 


cised indiscriminately by the medical practitioners. 


It was not then supposed that 


the human body was subject to distinct affections, external and internal; yet, as 
its study advanced, the ancients were led into an opposite extreme, and we find 
that in Egypt each disease became the province of a special attendant, regulated 
in his treatment by the sacred records handed down by their hierarchy. 
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Congenital Cataract: Classification 


and Symptoms 


R. M. RAMSEY, M.D., M.S., D.A.B. 


WINNIPEG, CANADA 


Duke-Elder’s morphologic classifica- 

tion,! falls into three principal 
types: capsular, capsulolenticular and 
lenticular. Each of these in turn is divided 
into two or more subtypes, as follows: 

Congenital Capsular Cataract.—The 
opacities of congenital capsular cataract 
may be (1) anterior or (2) posterior. 
Anterior opacities affect the epithelial 
layer, leaving the hyaline membrane in- 
tact, and are often associated with rem- 
nants of the fibrovascular sheath. Vision 
is rarely affected. Posterior opacities con- 
sist of connective tissue plaques in the 
capsule and are very rare. 

Congenital Capsulolenticular Cataract. 
—This type of congenital cataract is 
either anterior polar cataract or a pos- 
terior polar cataract. The former is rather 
common, varies in size and affects the 
capsule and the cortex. It is usually sta- 
tionary and may be hereditary. The pos- 
terior polar type is usually associated with 
persistence of the hyaloid artery or the 
posterior vascular sheath. 

Lenticular Congenital Cataract.—No 
fewer than nine subtypes of lenticular 
congenital cataract may occur, as follows: 

1. Disc-Shaped Cataract: This has no 
nucleus and is the result of faulty devel- 
opment. 

2. Central Nuclear (Fetal) Cataract: 
This type is familial and rare. 

3. Anterior Axial Embryonic Cataract: 


CC dukes ITAL cataract, according to 
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An outline of current knowledge of 
congenital cataract is presented, in- 
cluding classification by type and 
causation, with a list of symptoms. 











The typical lesion is shaped like the letter 
¥. 

4. Floriform Cataract: This is made up 
of opacities in an annular arrangement, 
situated near the anterior and posterior Y 
sutures. 

5. Axial Fusiform Cataract: This is an 
anterior or posterior extension of a central 
cataract. 

6. Coralliform Cataract: The coralli- 
form type is central, with elongated radial 
opacities. 

7. Sutural Cataract: This is another 
Y-shaped form of the lesion. 

8. Zonular Cataract: The opacity here 
occurs in a concentric lamella of lens fibers 
outside the fetal nucleus. It is hereditary. 

9. Punctate Cataract: This type some- 
times appears colored. 

Etiologic Classification.—Another help- 
ful classification has been offered by 
Francois,2, which may serve as an ancil- 
lary device in diagnosis. In a series of 
217 cases of large congenital opacities of 
the lens, Francois was able to assign a 
cause in 68, as follows: 

1. Hereditary Factor: This was present 
in 45 cases. 
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2. Maternal Rubella: This had occurred 
in 12 cases. 

3. Toxoplasmosis: Toxoplasmosis was 
responsible in 6 cases. 

4. Galactosemia: There were 2 
stances of this condition. 

5. Syphilis: One case of syphilis was 
observed. 

6. Maternal Influenza: This accounted 
for the opacity in 1 case. 

7. Sulfonamide Poisoning: There was 
1 case in which sulfonamide therapy had 
a toxic effect. 

Symptoms.—Congenital cataract may 
be manifested by (1) deficient vision; (2) 
photophobia; (3) associated ocular de- 
fects, and (4) associated physical deformi- 
ties. 

Associated Ocular Defects: These, ac- 
cording to Fall, are present in 50 per cent 
of all cases. Among them are (a) strabis- 
mus, (b) nystagmus, (3) uveal coloboma 
and (4) microphthalmia. 

Associated Physical Deformities: 
Among the physical defects with which 
congenital cataract may coexist are (a) 
nanism and (b) dystrophy of the bones, 
cartilage, skin or central nervous system. 


in- 


~~ COMMENT _— 





This brief outline is in no way intended 
to cover the subject of congenital catar- 
act. Its purpose is to draw attention to 
certain conditions that may point the way 
to an accurate diagnosis, to indicate the 
etiologic factors in many cases and to 
provide the ophthalmologist with a con- 
venient check list of the various forms in 
which the lesion may occur. Congenital 
lenticular cataract, in particular, as Duke- 
Elder! has pointed out, varies so widely 
in type that even a brief description of 
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the variations may greatly simplify the 
differential diagnosis. 


ZUSAM MENFASSUNG 


Es wird ein Uberblick iiber unsere heu- 
tigen Kenntnisse von der angeborenen 
Linsentriibung gegeben. Die Arbeit 
schliesst eine Klassifizierung der Erkran- 
kung nach Form und Ursache und eine 
Aufzahlung der Symptome ein. 


RESUME 


L’auteur présente un exposé des con- 
naissances courantes ayant trait a la cata- 
racte congénitale, qui comprend égale- 
ment une classification selon le type et la 
cause de cette affection, avec une énuméra- 
tion des symptomes. 


RIASSUNTO 


Vengono esposte le pit moderne vedute 
sulla cataratta congenita in rapporto alla 
classificazione dei vari tipi, alle cause e ai 
sintomi. 


SUMARIO 


Um apanhado dos conhecimentos cor- 
rentes de catarata congénita é apresen- 
tado, incluindo classificagéo por tipo e 
causa, com uma lista de sintomas. 


RESUMEN 


Se esquematiza en este trabajo el cono- 
cimiento actual sobre la catarata congénita 
incluyendo una clasificaci6én segtin los tipos 
y la etiologia y una lista de sintomas. 
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Experience with Partial Arthrectomy for 


Tuberculosis of the Knee Joint 


BOYAN HADJISTAMOFF, M.D.* 


PLOVDIV, BULGARIA 


cure bone and joint tuberculosis in 

such a way as to preserve or restore 
the mobility of the diseased joint. To at- 
tain that end, in the past century as well 
as in the first half of the present one, 
many attempts have been made, but 
hardly any have achieved any considerable 
advance. The repeated failures in this di- 
rection favored the popularization of fu- 
sion operations, which have become the 
conventional surgical method of treating 
tuberculosis of the joint. 

The advent of antibiotic therapy once 
again brought up the unsolved problem of 
the operative treatment of bone and joint 
tuberculosis with functional recovery. In 
that respect, up to the present, the experi- 
ence of Orell (1951), Wilkinson (1953), 
Buchmann and Tenton (1953), Hadjista- 
moff (1954), Katayama and others (1955), 
Kondo and Yamada (1955), Kastert 
(1956), Svirejev (1957), Dortheimer and 
Bacin (1958), Massanyi and Malnar 
(1959, and numerous others indicates a 
promising beginning. 

My main endeavors were concentrated 
on surgical restoration of function in such 
cases of grave tuberculosis of the knee 


[: HAS been the dream of surgeons to 
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The author advocates partial ar- 
threctomy, rather than arthrodesis, 
for advanced tubercular gonitis, 
emphasizing the importance of care- 
ful preservation of all healthy car- 
tilaginous tissue. He points out that, 
according to his experience, the pa- 
tient may be able to return to his 
usual work one year after the opera- 
tion. 











joint, usually treated by fixation opera- 
tions (economical resection or arthrode- 
sis). I began to employ a surgical method 
I called “partial arthrectomy,” the pur- 
pose of which is to create fibrous semi- 
ankylosis without active tuberculous foci 
and without shortening of the bones, and 
in this way to establish favorable condi- 
tions for further operative restoration of 
joint mobility through arthroplasty. 


Technic of Operation—A _ transverse 
sickle-shaped cutaneous incision is made, 
beginning at the external condyle of the 
femur, passing over the lower half of the 
patella and curving upward to the inter- 
nal femoral epicondyle (Fig. 1). Such an 
incision damages neither the large arteries 
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Fig. 1.—Transverse sickle-shaped skin incision 

begins at lateral condyle of femur, passes over 

lower half of patella and curves upward to inter- 

nal epicondyle of femur. Such an incision pre- 

serves large skin arteries (A) and bigger 
branches of N.saphenus (N). 


of the skin nor the larger branches of the 
saphenous nerve. The edges of the skin are 
retracted proximally and distally. The 
patellar tendon and the capsule are divided 
by means of an inverted T-shaped incision 
(Fig. 2 A). The transverse arm of this 
incision runs at the level of the joint line 
and extends from the tibial to the fibular 
collateral ligament; the longitudinal arm 
is made along the outer border of the pa- 
tella to the vastus externus muscle.* The 
triangular capsular flap, consisting of the 
upper end of the patella tendon, the patella 
and the quadriceps tendon, is dissected 
from the synovial membrane and reflected 
proximally and medially (Fig. 2 B). The 
remaining edges of the capsule, together 
with the lower end of the patellar tendon, 
are separated from the infrapatellar fat 
and synovial membrane and are retracted 
distally and laterally (Fig. 2 B). The 
anterior part of the synovial membrane, 
together with the suprapatellar pouch and 





*At first I applied two longitudinal parapatellar capsular 
incisions, but my practice led me to the use of only one. 
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the infrapatellar fat, is excised downward 
(Fig. 3 A). With the knee flexed, the in- 
ternal and the external collateral liga- 
ments, originating from the epicondyles 
of the femur, are well outlined. They are 
easily separated from the capsule and the 
surrounding pathologic tissues (Fig. 3 
B) and are cut and marked with threads. 
The cruciate ligaments, the semilunar 
cartilages and finally the posterior part 
of the joint capsule are consecutively re- 
moved. All these anatomic units are usu- 
ally more or less affected by tuberculosis. 
The extensive exposure of the joint facili- 
tates the total synovectomy and the exci- 
sion of all affected tissues. 

The articular ends may now be dealt 
with. The cartilage on the borders of the 
condyles of the tibia, femur and patella, 
which is eroded by tuberculous granula- 
tion tissue, must be removed. The diseased 
cartilaginous areas are excised in thin 
layers. The intracondylar notch must be 
entirely denuded of granulations, scar tis- 
sue and cheesy matter, down to the bone 





Fig. 2.—A, the patellar tendon and the fibrous 
capsule are divided by means of an inverted T- 
shaped incision; its transverse arm runs at level 
of joint line, while longitudinal arm is carried 
out along outer border of patella. B, triangular 
capsular flap, consisting of upper end of the pa- 
tellar tendon, patella and the quadriceps tendon, 
is dissected from synovial membrane and re- 
flected proximally and medially. Remaining edges 
of capsule and lower end of the patellar tendon 
are retracted distally and laterally. 
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surface. The bony cavitations are thor- 
oughly curetted. It is also necessary to 
remove the fibrous tissues, covering in 
places the destroyed joint surfaces, be- 
cause encapsulated tuberculous foci may 
occur beneath them. 

All healthy cartilaginous areas are most 
carefully preserved. 

The operative wound is continually 
rinsed out with warm physiologic solution 
of sodium chloride. The solution, running 
under pressure, washes away any scat- 
tered bony chips, tuberculous granula- 
tions, cheesy matter and pus. 

In some cases the cartilage of the joint 
surfaces is involved to such an extent that 
there is normal cartilaginous tissue only 
in the midcondylar areas. In such cases I 
employ partial covering with fascia lata Fig. 4.—Photographs of patient (see text). 
over the marginal regions of the articular 
surface of the femur. For this purpose, after excision of the afflicted cartilage, a 
“window” fascia transplant is fixed in 
such a way over the distal end of the fe- 
mur in such a manner that the sound car- 
tilage fields are arranged in its openings. 

If the cartilage of both articular sur- 
faces is completely destroyed it is neces- 
sary, after surgical débridement, to re- 
fresh the joint surface of the femur and 
to cover the latter with fascia lata. 

All this is done in order to have at least 
one of the articular surfaces covered with 
normal cartilage or fascia, which would 
impede the bony fusion of the joint. 

Fascia lata and fat are interposed under 
the patella, too, in case its articular sur- 
face is extensively eroded. 

In cases of severe flexion ankylosis or 
contracture of the knee joint I undertake 
separation of the flexor muscles from the 
dorsal surface of the femur and the tibia 
to a length of 15 to 20 cm.* Postoperative 
gradual correction of the flexion deformity 
is accomplished by means of plaster casts 








Fig. 3.—Anterior synovial membrane, together a : 

; i * *Hadjistamoff, B.: Operative Method for Correction of 

with suprapatellar pouch and the infrapatellar Heavy Flexional Ankylosis of the Knee Joint with No Loss 
fat, is excised downward, of Bone, Acta Orthop. Scand. 29:247-255, 1960. 
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TABLE 1.—List of Patients 





Duration of 








$ Tuberculous 
ot : Gonitis and 
$2 8 3S Number of State of Disease Date of 
OZ nH < Occupation Exacerbations on Admission Operation Pathologic Changes 
1 M 13 Schoolboy 10 years; Chronic 4/16/54 Synovitis; peripheral ulcera- 
eSBs ie 2 exacer- tions; pannus across outer 
ate: ttle“ fanee a bations femoral condyle 
2 F 12 Schoolgirl 6 years; Chronic; 5/23/55 Wide destruction of carti- 
1 exacer- exacerbated ; lages; two osseous foci with 
bation patient cheesy matter 
arrived on 
crutches 
3 M 10 Schoolboy 5 years; Chronic; ex- 7/14/55 Wide destruction of carti- 
several acerbated; lage; many osseous foci with 
exacer- flexional cheesy matter 
bations semiankylosis; 
patient arrived 
on crutches 
4 M 28 Baker’s 9 years Chronic; 5/10/56 Synovitis; peripheral ulcera- 
general exacerbated tions; two osseous foci with 
worker cheesy matter 
5 F 15 Farm hand 7 years; Chronic; 5/22/56 Wide destruction of carti- 
2 exacer- exacerbated ; lage; many osseous foci with 
bations flexional cheesy matter 
semiankylosis; 
patient arrived 
on crutches 
6 M 27 Mining 7 years; Chronic; ex- 6/22/56 Wide destruction of carti- 
standar- 2 exacer- acerbated; pa- lage; many osseous foci with 
dizer bations tient arrived cheesy matter 
on crutches 
7 M 16 Schoolboy 8 years; Chronic; 2/15/57 Wide destruction of carti- 
1 exacer- exacerbated ; lage; one osseous focus with 
bation flexional semi- cheesy matter 
ankylosis; pa- 
tient arrived 
on crutches 
8 F 20 Clerk 6 years Chronic 6/18/57 Synovitis; peripheral ulcera- 
tions; two osseous foci with 
cheesy matter 
9 M 30 Physician 8 years; Chronic; 10/28/58 Wide destruction of carti- 
2 exacer- exacerbated ; lage; many osseous foci with 
bations flexional semi- cheesy matter 
ankylosis 
10 M 20 Musician 4 years; Chronic; ex- 11/25/58 Wide destruction of carti- 
2 exacer- acerbated ; lage; many osseous foci with 
bations fistula and cheesy matter; pus in joint 
mixed infec- cavity 
tion; patient 
brought on 
stretcher 
11 M 30 Electrician 11 years; Chronic; 12/19/58 Synovitis; peripheral ulcera- 
several exacerbated tions; pannus across. both 
exacer- condyles; many osseous foci 
bations with cheesy matter 
12 F 27 Housewife 3 years; Chronic; 12/4/59 Wide destruction of carti- 
2 exacer- exacerbated lage; pannus across outer 
bations femoral condyle; many os- 
seous foci with cheesy mat- 
ter; pus in joint cavity 
13 F 22 Farm hand 3 years; Chronic; 12/8/59 Wide destruction of carti- 
Housewife several exacerbated ; lage 
exacer- flexional 
bations semiankylosis 
14 M 29 Farm hand 2 years Chronic 1/7/60 Synovitis; peripheral ulcera- 
tions; pannus across outer 
femoral condyle 
15 M 26 General 7 years; Chronic 4/15/60 Synovitis; peripheral ulcera- 
worker 2 exacer- tions; pannus across. both 
bations femoral condyles; one osse- 





ous focus with cheesy matter 
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and Clinical Details 








fascia lata 


3 
38. SP 
ssi eee 
Histologic $38 ESE Occupation 
Proof of Dose of Antibiotics Ese stgs After 
Type of Procedure Tuberculosis Administered in the Clinic ams es ro Operation 
Partial arthrectomy Unknown Streptomycin, 49 gr.; Rimifon, 213 17 Schoolboy 
(macro- 300 tablets; PAS, 1,300 tablets 
scopic; 
tubercu- 
losis) 
Partial arthrectomy Positive Streptomycin, 30 gr.; Rimifon, 44 6 Schoolgirl 
24 tablets 
Partial arthrectomy; separa- Positive Streptomycin, 12.5 gr.; Rimi- 58 15 Schoolboy 
tion of flexor muscles from fon, 90 tablets 
femur and tibia 
Partial arthrectomy Positive Streptomycin, 70 gr.; Rimifon, 83 8 Baker’s 
300 tablets; Pas, 900 tablets general 2 
worker 
Partial arthrectomy; separa- Positive Streptomycin, 62 gr.; Rimifon, 112 7 Housewife 
tion of flexor muscles from 440 tablets; PAS, 740 tablets 12 Farm hand 
femur and tibia 
Partial arthrectomy; complete Positive Streptomycin, 70 gr.; Rimifon, 93 8 Mining 
covering of end of femur with 350 tablets; PAs, 700 tablets standar- 
dizer 
Partial arthrectomy; separa- Positive Streptomycin, 28 gr.; Rimifon, 38 17 Schoolboy 
tion of flexor muscles from 150 tablets 
femur and tibia; “window” 
fascia transplant j 
Partial arthrectomy; “window” Positive Streptomycin, 60 gr.; Rimifon, 138 11 Clerk 
fascia transplant 200 tablets; PAS, 1,000 tablets 
Partial arthrectomy; separa- Positive Streptomycin, 30 gr.; Rimifon, 30 5 Physician 
tion of flexor muscles from 200 tablets; after discharge, 
femur and tibia streptomycin, 150 gr., and 
Rimifon, 300 tablets 
Partial arthrectomy Positive Streptomycin, 70 gr.; Rimifon, 78 8 Musician 
400 tablets; PAs, 1,600 tablets; 
penicillin, 7,700,000 units 
Partial arthrectomy Positive Streptomycin, 80 gr.; Rimifon, 90 10 Electrician 
200 tablets; PAS, 400 tablets 
Partial arthrectomy Positive Streptomycin, 52 gr.; Rimifon, 75 5 Housewife 
240 tablets 
Partial arthrectomy; separa- Positive Streptomycin, 105 gr.; Rimi- 120 7 Housewife 
tion of flexor muscles from ‘fon, 540 tablets 
femur and tibia; “window” 
fascia transplant 
Partial arthrectomy Positive Streptomycin, 65 gr.; Rimifon, 68 10 Farm hand 
300 tablets; PAS, 900 tablets 
Positive Streptomycin, 132 gr.; Rimi- 145 Not yet able 


Partial arthrectomy 


fon, 1,100 tablets 


to work 











or double skeletal traction through the 
tibial tubercle and the os calcis. In such 
cases it is necessary for the patient to 
wear an orthopedic apparatus for several 
months in order to prevent new flexion 
deformity. 





Fig. 5.—Photographs of knee at operation (origi- 
nally in color). 
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Finally, the temporarily divided collat- 
eral and patellar ligaments and the capsule 
are carefully restored. The cutaneous 
wound is closed, and 1 Gm. of streptomy- 
cin is administered intra-articularly ; then 
a plaster cast is applied from the groin 
to the toes. 

Postoperative Management.—After the 
operation 1 Gm. of streptomycin was 
given, plus Rimifon (5 mg. per kilogram 
of body weight), penicillin and, in some 
cases, PAS is administered daily during 
the period of hospitalization. On discharge 
from the clinic the patients are advised 
to continue the streptomycin and Rimifon 
therapy for six to twelve months. This 
advice, however, is rarely followed, as 
healing of the knee joint takes place 
rapidly. 

After the end of the second week the 
patient begins to contract the quadriceps 
muscle in order to prevent adhesion of the 
patella. According to the severity of the 
tuberculous disease, the plaster cast is 
removed within three to six weeks after 
the operation. Active movements of the 
surgically treated knee are performed 
within a range of 10 to 15 degrees. The 
moderate exercises do not hinder the heal- 
ing process, but they prevent osseous fu- 
sion of the joint. Six months after the 
operation the patient is allowed to walk 
without the aid of crutches or a stick. In 
the following months and years a fibrous 
semiankylosis is formed. 

Advantages of the Operative Method.— 
The aforedescribed operation has the fol- 
lowing advantages: 

1. All necrotic and pathologic tissues, 
as well as the tuberculous foci, are re- 
moved. The avascular scarred and ebur- 
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TABLE 3.—Extent of Pathologic Changes 
Many Osseous 
s Foci with 
Without One Osseous Two Osseous Many Osseous Cheesy Matter 
Cheesy Focus with Foci with Foci with and Pus in 
Matter Cheesy Matter Cheesy Matter Cheesy Matter Joint Cavity 
Peripheral 3 
ulcerations 2 patients 
Peripheral 
ulcerations and 
pannus across 
outer or both 
femoral condyles 2 patients 1 patient 1 patient 
Wide destruction 
of cartilages of 
femur, tibia and 
patella 1 patient 1 patient 1 patient 4 patients 2 patients 





nated areas are eliminated, and ways are 
opened for the effective action of antibiotic 
therapy. 

2. Removal of the more or less affected 
cruciate ligaments does not cause insta- 
bility of the knee joint, because of intra- 
articular and extra-articular adhesions 
formed soon after operation. 

3. The bone ends are not shortened. The 
remaining healthy cartilaginous sectors do 
not become infected with tuberculosis, as 
cartilage tissue is highly resistant to tu- 
bercle bacilli. 

4. Moderate active exercise of the knee 
joint and patella, done systematically 
three times a day, preserves the tone and 
power of the muscles, especially the quad- 
riceps. Such slight movements do not re- 
tard the healing process. 

5. The impulses arising from move- 
ments of the joint improve the trophic 
condition of the bones. The osseous atro- 
phy and osteoporosis gradually decrease. 

6. In the course of several months the 
tuberculosis becomes inactive. The readily 
developing process of reparation and sta- 
bilization is confirmed by the following 
signs: improvement in the patient’s ap- 
pearance; gain in weight; absence of pain 
and inflammation of the joint; subsidence 
of the soft tissue swelling; normalization 
of the cutaneous temperature and the 
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paraclinical observations, and disappear- 
ance of the osteoporosis. 

7. After three years or more, arthro- 
plasty may be undertaken. Partial ar- 
threctomy makes it possible to restore 
joint mobility even in serious cases of 
active and destructive tuberculosis of the 
knee joint. 

Clinical Material.—The first partial ar- 
threctomy was performed on April 16, 
1954, on a boy 13 years old, with an estab- 
lished diagnosis of chronic tuberculous 
synovitis, with peripheral ulcerations and 
a pannus across the outer condyle of the 
femur. After the operation I employed 
streptomycin, physical therapy and me- 
chanotherapy, in order to secure the max- 
imal mobility possible in the affected knee 
joint. A follow-up study of the patient 
six years after the operation revealed a 
painless and stable knee joint, with a 
range of movement to 80 degrees. 

It is important to mention here that sev- 
eral times, during the immediate post- 
operative pericd, there were symptoms of 
impending relapse (increase of cutaneous 
temperature, pain and swelling of the 
knee joint), that compelled me to discon- 
tinue the mechanotherapy. This observa- 
tion led me to the opinion that in cases of 
severe tuberculous gonitis it would be bet- 
ter and the final results more nearly cer- 
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tain, after partial arthrectomy to preserve 
limited motion in the joint involved and, 
several years later, to attempt arthro- 
plasty. 

Until July 1960, I operated as afore- 
described on 15 patients (Table 1). In 5 
cases, because of severe flexion semianky- 
losis, partial arthrectomy was _ supple- 
mented with separation of the flexor mus- 
cles from the dorsal surfaces of the femur 
and tibia. Three additional patients un- 
derwent partial, and, in 1 instance com- 
plete, covering of the articular surface of 
the femur with fascia lata. My experience 
indicates that covering with a window 
fascia transplant is useful and should be 
combined more frequently in partial ar- 
threctomy, which is resorted to in cases of 
severe tuberculous gonitis. 

My patients were 10 to 30 years of age. 
The operations were performed as fol- 
lows: 1 in 1954, 2 in 1955, 3 in 1956, 2 
in 1957, 3 in 1958, 2 in 1959 and 2 in 1960. 
In the majority of cases the diagnosis was 
that of advanced tuberculous gonitis in the 
chronic stage with present exacerbation. 
The duration of the disease was from two 
to eleven years (Table 2). Most of the pa- 
tients had been treated previously, by 
conservative methods, at sanatoriums for 
tuberculosis of the bones and joints. Dur- 
ing their illness many of them had had 
one, two or more exacerbations of the 
tuberculous arthritis. Eleven patients 
were admitted to the clinic in a state of 
exacerbation. Five of them arrived on 
crutches because of severe pain in the 
knee. One patient, with a tuberculous fis- 
tula and mixed infection, was brought on 
a stretcher. 

On exposure of the knee joint, in the 
majority of instances, I discovered serious 
pathologic changes: extensive destruction 
of the articular surfaces, bony cavities 
full of cheesy matter, sequestra and tu- 
berculous pus (Table 3). The tuberculosis 
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was proved pathologically in all cases 
(Table 1). 

The stay in the clinic ranged from one 
to seven months (Table 4). Primary heal- 
ing of the operative wound occurred in 
all the patients except the one with mixed 
infection. In that case I drained the 
wound for a short time and closure of the 
postoperative fistula was done in about 
four months. 


Follow-Up Study.—The patients oper- 
ated on have been kept under observation 
after their discharge from the clinic. For 
3 patients the follow-up period was more 
than five years; for 3, more than four 
years; for 2, more than three years; for 
2, more than two years; for 3, more than 
one year, and for 2, more than six months. 
All patients, except the one last mentioned, 
have resumed their former occupations 
between five and seventeen months after 
the operation (Table 5). 

At the time of writing, 14 patients feel 
quite well, without any symptoms of re- 
lapse. They have abandoned their crutches 
and sticks and began to walk on the sur- 
gically treated leg five to seven months 
after the operation. One of the patients 
(Patient 9) fell, fracturing the femur, and 
the leg was kept in a plaster cast for five 
months. He feels entirely well, but the 
knee joint has lost its small primary mo- 
bility. 

None of these patients has any com- 
plaint in connection with the knee joint 
on which the operation was performed. 
The majority of them have gained in 
weight, and paraclinical investigations re- 
veal evidence of a normal status. 

In 6 patients, during the second or third 
year, the mobility of the knee joint has 
gradually decreased and osseous adhesions 
have occurred between the edges of the 
condyles, though the patients have per- 
formed the recommended daily moderate 
movements. This convinces me that, when 
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extensive destruction has occurred, it is 
necessary, after surgical débridement, to 
undertake partial or total covering with 
fascia lata. 

On 3 patients the second operation, 
arthroplasty, was performed. Although 
osseous adhesions existed between the fe- 
mur and the tibia, the operation was ac- 
complished under favorable conditions: 
the bone ends were not shortened ; the line 
of articulation was clearly defined; the 
organism was not intoxicated; the quad- 
riceps muscle had been strengthened by 
exercise, and there were no active foci, 
tuberculous cavities, etc. The “secondary” 
arthroplasty is to be performed on other 
patients on whom partial arthrectomy was 
done three or more years ago. Up to the 
time of writing, the results of the “sec- 
ondary” arthroplasty are encouraging. 
They will be reported in a special paper 
after a sufficiently long follow-up period. 

Two cases are here reported: 1 in which 
partial arthrectomy only was performed 
and another in which partial arthrectomy 
and the end of the femur covered by 
a “window” fascial transplant was done. 


REPORT OF CASES 


CASE 1.—A baker’s general worker 28 years 
of age noted the first signs of inflammation 
of the right knee joint in the autumn of 1947. 
During. 1948 the pain and swelling became 
intensified. Tuberculosis of the knee was 
diagnosed. 

The right knee joint was swollen and tender 
to palpation (Fig. 4). The musculature was 
atrophic. The skin was warm. The joint cap- 
sule was thickened. Movements from 170 to 
110 degrees were possible. Comparative roent- 
genograms of the two knee joints showed ir- 
regular narrowing of the articular line, rough 
articular surfaces and osteoporotic structure 
of the bones. 

On May 10, 1956, partial arthrectomy was 
performed. : : 

At operation the synovial membrane was 
thickened, rough and covered with tuberculous 
granulations. The articular surfaces of the 
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TABLE 4.—Duration of Hospitalization 





Months 1-2 2-3 3-4 4-5 6-7 
Number of 
patients 4 5 3 2 i 








TABLE 5.—Return to Work 





Months 
after Not yet 
opera- able to 
tion 6 62 Ble 1-1. 1 week 
Number 


of pa- 
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tibia and femur were irregularly eroded and 
the joint cartilages considerably undermined. 
The fossa intercondylica was full of tuber- 
culous tissue. Both the menisci and the cru- 
ciate ligaments were involved in the tuber- 
culous disease. 

After total synovectomy and removal of the 
infrapatellar fat, the menisci and the cruciate 
ligaments, all the areas affected by tuberculo- 
sis were excised in the form of thin layers. 
The fossa intercondylica was refreshed. Two 
caseous-suppurative foci on the tibial epi- 
physis, about 3 cm. deep, were curetted down 
to healthy tissue. Finally, there remained on 
the tibia and femur two small facets of healthy 
cartilage, lying in opposition. The collateral 
ligaments, the fibrous capsule and the patellar 
ligaments were sutured. 

The postoperative period was uneventful. 
After the fifth week the patient performed 
gymnastic exercises to the extent of 10 de- 
grees. After eighty-three days he was dis- 
charged, clinically healthy. 

Frequent follow-up examinations were made 
in the course of four years. At the time of 
writing the patient is quite healthy. He has 
a good appetite and has gained 10 Kg. in 
weight. He has been working again as a bak- 
er’s general helper since the eighth month 
after the operation, loading and unloading 
considerable weights. He feels no pain in 
walking. The surgically treated knee joint is 
not swollen, and is painful neither to pressure 
nor to percussion. The temperature of the 
skin on the two knees is equal. The muscula- 
ture has partly recovered its normal size. Dur- 
ing the third year after the operation the 
motions of the knee joint and the patella began 
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to decrease gradually until they were com- 
pletely lost. Roentgenograms taken on Dec. 18, 
1959, showed fibrous-bony ankylosis of good 
structure of the bone ends, and a clearly out- 
lined articular line. 

The second operation, arthroplasty, was 
performed on March 25, 1960. The guinea pig 
inoculation and the cultures from material ob- 
tained at operation failed to reveal evidence 
of tubercle bacilli. At present the patient is 
successfully increasing the mobility of the 
knee joint by means of physiotherapy and 
mechanotherapy. 


CASE 2.—A woman aged 20 had tuberculosis 
of the left knee joint. The disease had begun 
6 years earlier. The patient had been treated 
six years earlier. The patient had been treated 
for two years at a sanatorium for joint tuber- 
culosis, and had subsequently worn a plaster 
cast for one year. The joint had lost its mo- 
bility, and lately there had been pain in the 
knee again. 

Exacerbated tuberculous disease of the knee 
joint was observed. The skin was warm. There 
was pain on pressure of the condyles and semi- 
ankylosis in the attitude of genu recurvatum. 
Roentgenograms showed severe osteoporosis 
of the bone ends, narrowing of the articular 
line and roughness of the joint surfaces. 

On June 18, 1957, partial arthrectomy was 
performed. There was extensive damage to 
the joint cartilage. After removal of the dis- 
eased tissues there remained small fields of 
normal cartilage in the middle of the joint 
surface of the femur and the tibia. In order 
to prevent auick fusion of the joint, the fem- 
oral end was covered with a fascial transplant 
with two “windows” of a size corresponding 
to that of the sound cartilage fields. 

Follow-up examinations in June 1959 and 
in July 1960—three and four years after the 
operation—revealed the patient to be quite 
well. At the time of writing, eleven months 
after partial arthrectomy, she has resumed 
her usual activities as a clerk. She walks eas- 
ily for long periods without feeling pain in 
the joint. There are no signs of inflammation 
of the knee joint. Mobility is about 5 degrees. 
The strength of the quadriceps muscle is re- 
stored to a considerable extent. The roent- 
genograms show improvement of the bone 
structure. 

The patient is to undergo arthroplasty of 
the knee joint after the summer vacation. 
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SUMMARY 


Instead of performing arthrodesis in 
cases of advanced tuberculous gonitis, the 
author employs “partial arthrectomy,” 
which includes total synovectomy and re- 
moval of the infrapatellar fat, semilunar 
cartilages, the cruciate ligaments and all 
necrotic, pathologic and tuberculous tis- 
sues. The diseased articular cartilage is 
excised. The eroded surfaces and the tu- 
berculous foci are thoroughly curetted. 
All healthy cartilaginous areas are most 
carefully preserved. After the operation 
the patient exercises the joint systemat- 
ically at minimum extension (10 degrees), 
so that the muscular tone and the tropho- 
neurotic impulses arising from the joint 
may be preserved. One year after the 
operation the patient may be able to re- 
sume his usual occupation. After three 
years, or still later, arthroplasty may be 
undertaken. 


RESUME 


Au lieu de pratiquer l’arthrodése dans 
les cas de gonarthrite tuberculeuse avan- 
cée, l’auteur recourt 4 une “arthrectomie 
partielle’ qui comprend la synovectomie 
totale et l’ablation de la graisse sous-patel- 
laire, des cartilages semi-lunaires, des li- 
gaments croisés, et de tous les tissus né- 
crotiques, pathologiques et tuberculeux. Le 
cartilage articulaire atteint est excisé. Les 
surfaces érodées et les foyers tuberculeux 
sont soigneusement curettés. Toutes les 
parties cartilagineuses saines sont soigneu- 
sement conservées. Aprés l’opération le 
malade fait des exercices articulaires sys- 
tématiques a une extension minimum 
(10°), de facon a ce que le tonus muscu- 
laire et les impulsions trophoneurotiques 
de l’articulation puissent étre préservés. 
Un an aprés l’opération le patient peut 
étre capable de reprendre ses occupations 
habituelles. Une arthroplastie peut étre 
entreprise aprés trois ans, voire plus tard. 





61 


p 
a 








VOL. 36, NO. 1 
ZUSAM MENFASSUNG 


Anstatt einer operativen Gelenksteifung 
in Fallen von vorgeschrittener Kniege- 
lenkstuberkulose fiihrt der Verfasser eine 
“partielle Gelenkresektion” aus; dazu ge- 
hort eine véllige Entfernung der Synovial- 
haut und Entfernung des infrapatellaren 
Fettes, der Semilunarknorpel, der Kreuz- 
bander und alles nekrotischen, krankhaf- 
ten und tuberkulésen Gewebes. Der er- 
krankte Gelenkknorpel wird reseziert. Die 
angefressenen Oberflachen und die tuber- 
kulésen Herde werden sorgfaltig ausge- 
kratzt. Alle gesunden Knorpelteile werden 
sorgfdltigst erhalten. Nach der Operation 
macht der Patient systematisch Gelenk- 
tibungen mit Streckung geringsten Grades 
(10 Grad), sodass der Muskeltonus und 
die vom Gelenk ausgehenden trophoneuro- 
tischen Impulse erhalten bleiben. Ein Jahr 
nach der Operation kann der Patient im- 
stande sein, seiner tiblichen Beschaftigung 
nachzugehen. Nach drei Jahren oder noch 
spater kann eine Gelenkplastik vorgenom- 
men werden. 


RIASSUNTO 


Nella gonilite tubercolare grave |’autore, 
in luogo della artrodesi, esegue |’artrecto- 
mia parziale, che consiste nella sinoviec- 
tomia associata all’asportazione del grasso 
infrapatellare, delle cartilagini semilunari, 
dei legamenti crociati e di tutti i tessuti 
necrotici e patologici. Anche la cartilagine 
articolare malata viene esciasa, le superfici 
erose e tutti i focolai tubercolari vengono 
accuratamente raschiati, mentre le zone 
cartilaginee sane vengono rispettate. 

Dopo l’intervento il paziente esercita 
l’articolazione sistematicamente con pic- 
coli movimenti (10 gradi) in modo da con- 
servare il tono muscolare e gli stimoli tro- 
foneurotici a partenza articolare. Un anno 
dopo l’intervento il malato puo’ riprendere 
le sue normali occupazioni e dopo tre anni, 
o anche dopo, si puo’ fare |’artroplastica. 
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El autor en los casos de tuberculosis 
avanzada de la rodilla prefiere en vez de 
la artrodesis la artrectomia parcial en la 
que incluye la sinoviectomia total, la ex- 
tirpacion del ligamento adiposo rotuliano, 
de los cartilagos semilunares, de los luga- 
mentos cruzados y de todos los tejidos 
tuberculosos o necréticos. La articulacion 
enferma se incinde, las superfices orada- 
das de los focos tuberculosos se raspan 
minuciosamente y todas las areas carti- 
laginosas sanan se conservan. Después de 
la operacién el enfermo ejercita sistema- 
ticamente la articulacién a un minimum de 
extension (10°) para que el tono muscu- 
lar y los impulsos trofoneuroticos origi- 
nados en la articulacién puedan ser con- 
servados. Un afio después de la operacién 
el enfermo puede ser capaz de reanudar 
sus ocupaciones. Pasados tres afios, 0 in- 
cluso algo mas, puede lIlevarse a cabo la 
artroplastia. 
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A good clinical case history makes it possible today to diagnose the disease of 
a slave of the Egyptian Pharohs or of Imperial Rome, of a warrior from the times 
of the Incas, or an Emperor of the Ming dynasty, or a Doge from Venice, or a King 
of the Austrian dynasty in Spain. A clinical case history was of yore a precious 
document, fashioned with love and respect by the physician. Today, it is 
indifferently committed to the hands of a subaltern. In this manner we are losing 
the habit of careful anamnesis, without which there can be no truly scientific 
medicine. 

The clinical case history is the basic medicoliterary document of medicine. A 
good clinical case history, like a well-written short story, should have a “beginning,” 
the patient’s personal and family antecedents, a “middle,” the patient’s present 
problem, and an “end.” This “end,” of course, is foreshadowed projectively by 
the prognosis. 

To demand clinical case histories based on observation by the physician of the 
patient as a human being is to compel the physician to write better and to write more. 
To write a good clinical case history is to be a clinical novelist. It is to know how 
to observe shrewdly and how to describe vividly. It is to make the reader sub- 
consciously identify himself with the patient, just as the good novelist makes his 

reader identify himself with the hero. 

There is one other essential quality: to know how to apply one’s imagination 
in interpreting a chart or in reading a laboratory tabulation. A table containing 
a patient’s diastolic and systolic pressures, blood viscosity, pulse, temperatures, etc., 
to the untrained person is no more than a mass of figures. But to the clinician, 
unless he has grown insensitive and callous, such a table is the drama of a human 
being fighting for life. 

To train his mind in literature will help the physician to see, to interpret, and 
to describe better—all attributes of the great artist and the great physician. 
Medicine is the most dramatic of all the professions. Why are we bent on 
mechanizing it? Why not follow the example of the great classical masters? 
They never allowed science to destroy their sense of the tragic or their com- 
passion for mankind. 

—Marti-I banez 
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The Office Treatment of Pilonidal Sinus 
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the treatment of pilonidal sinus is 
based on the unproved theory that 
this disease has an embryonic origin—a 
theory so widely accepted that most cur- 
rent textbooks, in discussing pilonidal 
suppuration, state as a simple fact that 
the disease is congenital.' Because of this 
acceptance of the “congenital remnant” 
theory, the doctrine of wide block excision 
has been taught to surgeons for many 
years as the one and only treatment of 
pilonidal disease. The use of wider and 
more extensive block removal has _ in- 
creased the number of days in the hospital 
and weeks of disability for these patients, 
who are undergoing radical treatment for 
what is in fact a simple type of suppura- 
tion of the sinus tract. In recent years, 
many authors have written excellent arti- 
cles concerning the treatment of this dis- 
ease by marsupialization. This method, 
however, has not been widely accepted 
(Phelan,? Hardaway,*? Zimmerman,‘ Swin- 
ton and Markee,’ Marks,® and Manning’). 
In 1955, Brearly® wrote an excellent 
analysis of the origin of pilonidal sinus. 
Presenting his material in a logical and 
scientific way, he favored the theory that 
pilonidal disease is acquired. I shall not 
discuss the various theories of origin, 
since these are available in other papers 
on the subject.® It has not yet been dem- 
onstrated, however, that in the presence 
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Pilonidal sinus, frequently encoun- 
tered in the military service, is dis- 
cussed from the point of view of 
office treatment, from which the 
author has obtained excellent results 
and the virtual elimination of recur- 
rence over periods as long as nine 
years. His technic, which requires 
no hospitalization, is described in 
detail. 











of pilonidal disease the hairs in the sinus 
tract grow from, or are even directly at- 
tached to, the cells that line the sinus 
tract. Usually these hairs point in a distal 
direction and inward. There have been 
many reports of the occurrence of hair 
cysts in other parts of the body, such as 
the hands, feet and groin (Redding,'’ 
Morrell,'! Oldfield,** Palmer,'* Currie, 
Gibson and Goodall,!* Rueston,'* and Patey 
and Scarff'*). Such cysts have also oc- 
curred in other parts of the body, e.g., in 
a barber’s hands, and are microscopically 
identical to the sacral coccygeal pilonidal 
cyst. 

In addition to the purely microscopic 
and pathologic features of this disease, 
which in no way imply a congenital origin, 
one must recognize the fact that its clin- 
ical features definitely substantiate the 
theory of its acquired origin. In almost 
all cases it occurs in male patients, the 
onset occurring between the ages of 15 
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and 30. It is rarely observed in patients 
under the age of 15 or as a primary con- 
dition in patients over the age of 30. Con- 
genital diseases, on the other hand, show 
their highest incidence of symptoms in 
infants and children, a sharp decrease of 
these symptoms taking place by the time 
the patient reaches young adulthood.® The 
body build is so significant that exceptions 
to these rules are extremely rare. Nearly 
every patient has a dark complexion, a 
marked growth of hair over the body, 
deep intergluteal folds and a rather prom- 
inent postanal dimple. 

Often trauma to the area is a factor 
that contributes to the development of the 
disease. An example of this was the “‘jeep” 
trauma associated with the tremendous 
number of pilonidal lesions observed in the 
armed forces during World War II. 

In civilian practice the disease is fre- 
quently observed in truck drivers and 
professional athletes. The fact that it is 
rare in women also supports the theory 
that body type is related to the develop- 
ment of the disease. An additional factor 
to be considered is that the use of toilet 
paper, with rubbing of the contaminated 
rectal discharge toward the postanal dim- 
ple and the hairy areas of the intergluteal 
folds, causes breaking off of the hair ends 
and packing of the sebaceous glands with 
infected fecal residue. Davage,'’ in his 
personal communication with Dr. K. C. 
Samuel of India, noted that pilonidal 
sinus is uncommon in India, where cleans- 
ing after defecation is accomplished by 
ablution, and toilet paper is never used. 

Klass® has presented an excellent dis- 
cussion of the pathogenesis of pilonidal 
disease. In a series of his personal cases, 
45 patients were treated conservatively 
and spent an absolute minimum of days 
in the hospital, losing practically no time 
from work. 

I began collecting the present group of 
statistics on pilonidal disease in 1950, 
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after handling cases in which infected 
cysts were incised and abscess cavities 
drained, but in which there had been no 
definite reformation of the cystic canals. 
Treatment was given only to those pa- 
tients who had infections that normally 
would have been subjected to a two-stage 
procedure—incision and drainage fol- 
lowed by secondary removal. The treat- 
ment was as follows: The patient was 
placed face down on the operating table 
in my office. The entire operative area was 
thoroughly prepared by shaving and 
cleansing, just as would be done in a hos- 
pital. A local anesthetic was infiltrated 
over the entire length of the cystic cavity, 
after which an incision was made into the 
cystic cavity, extending almost the entire 
length of the abscessed cavity. All foreign 
débris, including hairs, secretions and pus, 
was gently removed, and the cavity was 
washed out thoroughly. A loosely placed 
iodoform gauze pack was placed in the 
cavity to keep it open. The patient was 
then allowed to go about his business as 
usual, using warm compresses or sitz 
baths at home if he desired, although this 
was not absolutely necessary. He would 
return to the office twice during the first 
week of the follow-up, at which time the 
packing would be removed and replaced. 
The cyst would have shrunk to approxi- 
mately half its original size by the end of 
the week, and at this time, if there were 
no overhanging wound edges, the entire 
cystic cavity was cauterized with phenol. 
No anesthesia was required for this cau- 
tery. The phenol was allowed to remain in 
place for approximately one to two min- 
utes, after which it was neutralized with 
alcohol. The phenol and the cystic cavity 
were then washed out thoroughly with sa- 
line solution. The cavity was then loosely 
repacked. Idoform or furacin gauze was 
generally used for this purpose. The pa- 
tient could then conduct himself as usual 
and could bathe, swim or do whatever he 
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desired. The packing was replaced ap- 
proximately twice a week until the cavity 
became so small that packing was unneces- 
sary. The wound filled by granulation, and 
by the time the granulations reached the 
surface the entire area was closed. The 
average time required for closure de- 
pended upon the size of the original cystic 
cavity between the second and _ third 
weeks. At no time during this treatment 
was any of the patients disabled. One pa- 
tient, a professional golfer, continued to 
teach and play despite the presence of the 
drained and treated pilonidal tract. 

After using this treatment for one year 
for patients with infections, I adapted the 
same method for the treatment of unin- 
fected patients, and at the time of writing 
122 patients have been handled in this 
manner. The sinus tract is always com- 
pletely opened under local anesthesia; it 
is packed and left open for two or three 
days if it is not infected, until the cyst 
has contracted so that no overhanging 
wound edges remain. When pilonidal cysts 
are present, the open tract may be cauter- 
ized without waiting the customary two 
to three days for the cyst to contract. Two 
per cent Xylocaine has proved the most 
satisfactory local anesthetic. No anesthe- 
sia is required, however, for cauterization 
with phenol. The function of phenol is 
primarily to destroy the thick, scarred 
granulomatous lining of the sinus cavity. 
Phenol is easy to apply and is usually 
painless. A clean granulating base will 
usually be observed within a few days 
after cauterization. The cavity will close 
as soon as the granulations reach the 
skin. In 2 patients the wound required 
three months for closure rather than the 
usual two to three weeks, although there 
was no disability referable to the delayed 
healing. 

It is important to emphasize the fact 
that these cysts are all induced by hairs, 
and it is therefore necessary that patients 
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be shaved two or three times weekly, espe- 
cially if they have much body hair, until 
complete healing is obtained. Patients 
must be specifically instructed not to allow 
fecal matter to be drawn toward the 
opened surgical site after defecation. 

In the present series there were 8 pa- 
tients who had undergone previous exci- 
sional therapy elsewhere on one or more 
occasions. All have responded well to the 
therapy here described. It must be pointed 
out, however, that a patient who has un- 
dergone wide excision and then has a re- 
currence of the disease has a large defect, 
and occasionally it may require several 
months for complete closure of this defect. 
This is undoubtedly due to the large 
amount of scar tissue accumulated in the 
area as a result of the previous operation 
and to the poor blood supply available in 
the granulating base. One patient in this 
series, despite having undergone four op- 
erations for a pilonidal condition, healed 
well with this method of treatment. It is 
necessarv to stress once more the impor- 
tance of shaving regularly around the 
wound, especially in those cases of recur- 
rence in which the patient is treated by 
the open method here described. Follow- 
uvs of these patients revealed that at each 
subsequent visit several small pieces of 
broken hair were detectable in the drain- 
ing wound. Once a good granulating base 
has been obtained, all that is necessary 
for a good result is that hair is not per- 
mitted to get into the granulating wound 
and that good personal hygiene with re- 
gard to bowel movement is maintained. 
Thus, all foreign material may be kept 
out of the wound until healing is complete. 

Five of the patients in this series had 
to return for drainage of small intrader- 
mal abscesses. These healed after the skin 
was opened to the area containing the pus. 
None of the patients had a recurrent sub- 
cutaneous sinus tract. 
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Occasionally a patient complains of pain 
in a healed wound in which there is no 
obvious abnormality. I assume that this 
pain is due to the same mechanism that 
causes painful scars after other types of 
surgical incision. No treatment has been 
given these patients, and none has shown 
any increase of disability that can be re- 
lated to the pain in the incision, which is 
self-limited. No true recurrence (develop- 
ment of a deep granulating sinus tract) 
has occurred. 


SUMMARY AND CONCLUSIONS 


There can be no question that the pres- 
ent series of cases is small in comparison 
to the vast numbers collected in the mili- 
tary service and over the period of years 
during which patients were handled by 
other means. In my opinion, however, the 
results of the treatment are so encourag- 
ing that this method should be reported. 
Many of the patients have been followed 
for as long as nine years without evidence 
of recurrence, and I consider this period 
sufficient to justify use of the method. No 
patient in this series required a single day 
in the hospital, and no patient lost even 
one day from his regular occupation. No 
true recurrence has been encountered, al- 
though intradermal abscesses have devel- 
oped in 5 patients in the area of the scar. 
Eight patients who had previously under- 
gone excisional therapy one or more times 
without eradication of the draining sinus 
tract responded well to the simple office 
management described. 

The wide block excision of pilonidal 
lesions, in my opinion, is based on the 
erroneous theory that this disease is con- 
genital rather than on the simple clinical 
and pathologic picture of suppuration of 
the sinus tract. On the basis of the latter 
theory of origin, no one can hesitate to 
perform a simple operation to eradicate 
what is actually a very simple disease. 
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RESUME ET CONCLUSIONS 


Il est incontestable que le nombre des 
cas présentés ici est peu important par 
rapport aux innombrables cas réunis au 
service militaire et durant les années au 
cours desquelles les malades étaient traités 
par d’autres moyens. L’auteur pense ce- 
pendant que les résultats du traitement 
qu’il applique sont si encourageants que 
cette méthode mérite d’étre publiée. Un 
grand nombre de malades ont été suivis 
durant des périodes allant jusqu’a 9 ans, 
sans qu’il y ait eu évidence de récidive, 
et il considére cette durée suffisante pour 
justifier la méthode. Aucun malade de 
cette série n’a eu a subir un seul jour 
d’hospitalisation ni un seul jour d’incapa- 
cité professionnelle. I] n’a pas été noté 
de récidive véritable, bien que 5 malades 
aient présenté des abcés intradermiques au 
niveau de la cicatrice. Dans cette série de 
cas 8 patients, qui avaient subi une ou 
plusieurs excisions sans extirpation du 
canal d’écoulement, ont bien réagi au sim- 
ple traitement ambulatoire décrit. L’au- 
teur pense que |’excision large en bloc des 
lésions pilonidales est basée sur la théorie 
erronée selon laquelle cette affection serait 
congénitale, plutot que sur le tableau cli- 
nique et pathologique simple d’une affec- 
tion suppurative. Avec cette derniére 
théorie sur |’origine de |’affection, nul ne 
peut plus hésiter a pratiquer une opération 
simple pour une affection considérée 
comme banale. 


RIASSUNTO E CONCLUSIONI 


Non vi e’ dubbio che questa serie di ma- 
lati e’ piccola in confronto al grande nu- 
mero di casi raccolto fra i militari e trat- 
tato per anni con metodi diversi da questo. 
Ritengo, tuttavia, che i risultati ottenuti 
meritino di ettere conosciuti. Molti malati 
sono stati seguiti fino a nove anni senza 
che comparisse alcun segno di recidiva, e 
tale periodo e’ senza dubbio sufficiente a 
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dimostrare la bonta’ del metodo. Nessuno 
di essi ebbe bisogno di essere ricoverato 
anche per un sol giorno, e nessuno rimas2 
mai assente dalle proprie occupazioni. In 
nessun caso si ebbero recidive vere e pro- 
prie, ma solo in 5 casi si constato’ la for- 
mazione di un ascesso intradermico nella 
sede della cicatrice. In questa serie di ma- 
lati, 8 erano stati sottoposti a interventi 
una o piu’ volte, senza asportazione del 
tratto fistoloso secernente, e risposero per- 
fettamente al semplice trattamento am- 
bulatoriale. La escissione radicale delle 
lesione pilonidali e’ basata sull’erroneo 
presupposto che I’affezione sia congenita 
piuttosto che la semplice espressione cli- 
nica e patologica di una fistola di tipo sup- 
purativo. In base a quest’ultima teoria 
nessuno puo’ aver dubbi sulla necessita’ di 
togliere con una semplice operazione quella 
che in realta’ e’ una malattia molto sem- 
plice. 
RESUMEN Y CONCLUSIONES 


No hay duda de que la serie de enfer- 
mos a que se refiere este trabajo es pe- 
quena si se compara con las procedentes 
del servicio militar o las referentes a 
muchos afios en que sido tratados por otros 
métodos. Sin embargo, en la opinion del 
autor, los resultados de su método son tan 
alentadores que quiera darlos a conocer. 
Muchos de los enfermos han sido seguidos 
a lo largo hasta de nueve afios sin eviden- 
cia de recidiva, motivo este mas que sufi- 
ciente para justificar el método. Ni un 
solo enfermo tuvo necesidad de ingresar 
en el hospital ni de perder un solodia de 
sus ocupaciones habituales. No ha habido 
un solo caso de verdadera recidiva aunque 
en cinco enfermos se produjo un absceso 
intradérmico en el area de la cicatriz. 
Ocho de los enfermos tratados y qghe ha- 
bian sufrido anteriormente una 0 mas 
veces tratamientos de exéresis sin extir- 


pacién del tracto sinusal respondieron 


bién al sencillo tratamiento ambulatorio. 
La excisién amplia, en bloque, del seno 
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pilonidal, en opinién del autor, se basa en 
la teoria errénea de que tal enfermedad es 
cogénita mas bién que un cuadro patold- 
gico y clinico de un tipo especial de supu- 
racion del tracto sinusal. Con esta tltima 
teoria del origen de la enfermedad nadie 
dudara en llevar a cabo esta sencilla ope- 
racion para desarraigar lo que es verda- 
deramente uan enfermedad bién simple. 


ZUSAMMENFASSUNG UND SCHLUSSFOLGERUNGEN 


Obgleich es sich um ein verhaltnismas- 
sig kleines Krankenmaterial handelt, halt 
der Verfasser die Ergebnisse seiner Be- 
handlungsmethode fiir ermutigend genug, 
um ihre Veréffentlichung zu rechtfertigen. 
Viele seiner Kranken sind neun Jahre lang 
beobachtet worden, ohne einen Riickfall 
aufzuweisen, und das allein scheint dem 
Verfasser den Wert seines Verfahrens zu 
bestitigen. Keiner der Kranken bedurfte 
der Krankenhausaufnahme, und keiner 
brauchte einen Arbeitstag zu verlieren. Es 
kam zwar bei fiinf Kranken zu Hautabs- 
zessen in der Gegend der Narbe, echte 
Riickfalle traten aber nicht auf. Acht Pa- 
tienten dieser Serie, an denen einmal! oder 
wiederholt Exzisionen vorgenommen wa- 
ren, ohne dass eine Beseitigung des drai- 
nierenden Fistelganges gelang, sprachen 
gut auf die beschriebene Behandlung in 
der Sprechstunde an. Die weite Block- 
resektion pilonidaler Erkrankungen be- 
ruht nach Ansicht des Verfassers auf der 
irrigen Vorstellung, dass es sich um ein 
angeborenes Leiden und nicht um eine 
einfache eitrige Form eines Fistelganges 
handelt. Nimmt man die letztere Theorie 
an, braucht man nicht zu zégern, eine ein- 
fache Operation zur Beseitigung einer ein- 
fachen Erkrankung auszufiihren. 
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We are often careless of those whom nature has made susceptible to our influence, 
though it is these we should try to bind to us, and make, as it were, a part of 
ourselves; the rest cling to us only out of self-interest, which is the most unstable 


thing in the world. 


Our fallacies and quarrels in questions of right and wrong sometimes arise 
from our thinking of men as if they could be altogether vicious or altogether good. 


We seldom get to the bottom of another man’s thought; and so, if afterwards 
we happen upon the very same idea, we are reedily persuaded it is new, since it 
shows so many particulars and connections which had escaped us. 


A middling sort of mind may be known by its giving none but faint praise. 


—V auvenargues 








A New Effective Hydrocortisone Ointment * 
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OPICAL medication intended to aid 

in the healing of anorectal and/or 

inflamed perianal skin often inter- 
feres with tissue repair for several rea- 
sons. The “caine” ointments, as well as 
others used primarily for their anesthetic 
effect, are known to cause a moderate to 
severe allergic cutaneous reaction on con- 
tinued application. Nitrofurans and sim- 
ilar chemical antibiotics may likewise 
cause sensitizing inflammatory responses 
when applied to the anal skin. When corti- 
costeroids are incorporated in the formu- 
las containing such potential allergens and 
irritants the untoward reaction may be 
delayed but not prevented. Such undesir- 
able and distressing conditions are most 
likely to occur with a combination of op- 
posing skin surfaces, friction in the pres- 
ence of body secretions and fluid from 
adjacent wounds. 

The increasing frequency of perianal 
dermatitis venenata and iatrogenic pruri- 
tus ani motivated this study, the object of 
which was to find an explanation of the 
undesirable action of the commonly used 
medicaments and to develop a useful ther- 
apeutic ointment that would not delay 
tissue healing. The work of Granet! and 
others who have investigated the hydrogen 
ion changes of the anoderm in pruritus ani 
was employed as a starting point. 

Method and Material.—Three types of 
patients were investigated with reference 
to variations in the py of the skin in 
health and in disease: (1) those who did 
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The author has tested a new prep- 
aration (Desitin Rectal Hydrocorti- 
sone Ointment) as a topical medica- 
ment to induce healing of inflamed 
anorectal and perianal skin. In a 
series of 271 patients the ointment 
proved highly effective, not only in 
permitting steady and uninterrupted 
healing but in relieving the patient's 
immediate discomforts, i.e., pain, 
edema and itching. 











not complain of anal discomfort; (2) 
those patients who had anal itching, with 
or without rectal pathologic change (cryp- 
titis, hemorrhoids, etc.), but who had not 
used medication of any kind, and (3) 
those with moderate to severe anal pruri- 
tus for which they had used many proprie- 
tory medications as well as prescriptions 
from their own physicians. Nitrazine pa- 
per was used for measuring the py. Be- 
fore the anal skin was tested it was first 
carefully cleansed with a non-ionic wetting 
agent, followed by distilled water. 
Observations.—In the first group of 218 
patients there were no subjective pruritic 
symptoms. The hydrogen ion concentra- 
tion varied from 4.5 to 7.5. In the vast 
majority the readings indicated concentra- 
tions ranging from slightly acid to neutral. 
The 42 patients in the second group 
were selected because they complained of 
anal itching of one to four months’ dura- 
tion, but either had not used medication 
of any kind or denied having done so. In 
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these the py scale ranged from 6.5 to 8. 

In the third group there were 48 pa- 
tients with multiple factors compounding 
the injury and inflammation of the peri- 
anal skin. Many medicaments had been 
tried, one after another, with little or no 
relief from itching. Onychial trauma, 
often during sleep, had caused abrasion of 
the skin. Pronounced edema, redness and 
crusting from serous exudates were ob- 
served. The hydrogen ion concentration 
in this group ran from 7.5 to 9. 

These data are represented in the ac- 
companying illustration. 

Because of the present emphasis on the 
need for an acid-base type of medication 
for dermal surfaces, these patients offered 
an opportunity to test the validity of main- 
taining a low py index. The first instruc- 
tions given the patients who complained 
of anal itching was to discontinue the use 
of soap and toilet tissue. Plain water and 
cotton or soft cloth was permitted. Some 
patients were given one of two solutions 
having a py of 4.5 for cleansing the area 
after defecation and before retiring. Cold 
cream buffered to py 4.5 with Burow’s so- 
lution was also used. One solution con- 
tained equal parts of vinegar, witch hazel 
and water; the other, 5 per cent Burow’s 
solution. Others were given 1:5000 potas- 
sium permanganate solution with plain 
cold cream. Still others were given colored 
tapwater and plain cold cream. 

When the offending medication was 
stopped and the acidified solutions and 
ointments or the nonmedicated material 
were substituted there was a gradual re- 
duction in discomfort, moisture and swell- 
ing, with a corresponding lowering of the 
hydrogen ion index as healing progressed. 
There was no apparent difference in the 
rate of relief of symptoms or in healing, 
whatever solutions or ointments had been 
applied. 

Only when topical steroids, such as 
hydrocortisone acetate or alcohol, were 
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added to the medication was there a dra- 
matic change in the reduction of edema 
and an increase in the rapidity of sympto- 
matic relief from itching. 

This demonstrated the role that chem- 
ical trauma can play in interference with 
maximum wound regeneration and the 
questionable importance of an acid base 
in the menstruum used in the treatment 
of anorectal disease. It also showed the 
need for a topical medicament that would 
be effective without causing delay or in- 
terference with wound repair. 

Cod liver oil, applied topically, has long 
been known to promote wound repair. Its 
mode of action is considered partly due 
to its unsaturated fractions, which have a 
specific effect on a wounded surface. In 
a previous study? I noted that when it was 
applied to extensive anal wounds, such as 
those following excision for fistulas or 
pilonidal disease, there was a rapid reso- 
lution of necrotic tissue, a decided increase 
of a serum transudate containing numer- 
ous leukocytes and a heightening of color. 
The anabolic action of cod liver oil made 
it desirable as a base for other suitable 
medicaments. 

Hydrocortisone alcohol is one of several 
proved potent steroids that are useful in 
reducing inflammation and itching when 
applied to a wounded area. Hypoadrenale- 
mia, decreasing resistance to infection and 
potential unwanted side effects of the sys- 
temic use of corticoid medication are en- 
tirely eliminated by topical use. 

The third basic ingredient considered 
significant in the formulation of a rectal 
ointment was sodium lauryl sulfate, a 
wetting agent that reduces surface ten- 
sion, thereby releasing more active medi- 
cation from the vehicle. This salt also 
neutralizes lysozyme from the stool and 
from the cellular and fluid exudate of 
abraded or wounded areas. A combination 
of these ingredients was compounded and 
offered for study in the treatment of a 
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variety of anal and perianal dermatoses 
in both operative and nonoperative pa- 
tients. It is to be noted that this ointment 
contains neither anesthetic nor antibiotic 
agents. 

With few exceptions, therapeutic re- 
sponse in this series of patients varied 
from good to excellent. There were prompt 
relief of pain and lessening of edema. The 
psoriatic patients obtained some relief; 
the scaling lessened, and the areas became 
soft. All patients were given sufficient 
medication for self-administration and 
were seen at weekly or bi-weekly intervals. 
No undesirable side effects or irritations 
were noted in any of this group. 

In this group of 57 patients the oint- 
ment was again given for self-adminis- 
tration. A plastic rectal applicator was 
supplied for internal medication. Accord- 
ing to the patients’ reports, painful anal 
fissuring or minimal thrombosis of hemor- 
rhoidal veins responded with relief of 
symptoms shortly after application of the 





TAELE 1.—Anal-Perianal Dermatoses 




















Num- Duration of Side 

Diagnosis ber Treatment Results Effects 
Senile pruritus ani 7 2-4 weeks Good None 
Psoriasis 3° 1-5 weeks Fair None 
Untreated inter- 

trigo (pruritus) 19 1-3 weeks Good None 
Pruritus ani, 

self-treated 24 1-8 weeks Good None 
Contact allergens 4 1-2 weeks Good None 
Neurodermatitis 5 1-4 weeks Good None 
Infantile eczema 4 1-2 weeks Good None 

TABLE 2.—Nonoperative Patients 
Num- Duration of Side 

Diagnosis ber Treatment Results Effects 
Proctitis venenata 8 1-2 weeks Good None 
Anal thrombosis 10 1 week Good None 
Post anal scarring 15 1-2 weeks Good None 
Acute anal fissure 10 1 week Good None 
Cryptitis 5 1-2 weeks Good None 
Anal pain 9 1-3 weeks Good None 





79 


MARKS: NEW HYDROCORTISONE OINTMENT 


pH 9 














pH 4.5 


Variations in pu (see text). 


ointment. Inflammation of the crypts in 
4 out of 5 patients subsided within twelve 
hours. In only 1 did it progress to form a 
subcutaneous abscess that required surgi- 
cal intervention. Patients with proctitis 
had used either excessive hot water or 
some irritant material, such as soap or 
glycerine, in their enema solutions. Three 
had proctitis following diarrhea caused 
by oral antibiotic therapy. One patient 
had severely lacerated the anorectum with 
a broken enema tip. 

Excessive postoperative scarring is a 
frequent complication of rectal surgical 
procedures, particularly when much tissue 
has to be removed in correction of the 
anal outlet. Since steroid suppositories 
have been reported as useful in the pres- 
ence of these conditions, Desitin rectal 
hydrocortisone ointment proved similarly 
effective. In fact, its action proved to be 
even more rapid in relieving spasm and 
softening the scar. It is important to in- 
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TABLE 3.—Postoperative Course 





Num- Duration of Side 
Diagnosis ber Treatment Results Effects 





Postoperative ano- 


rectal disease 87 1-2 weeks Good None 
Fistula excision 9 1-38 weeks Good None 
Pilonidal sinus 10 1-2 weeks Good None 
Incision and drain- 

age of abscess 12 1-2 weeks Good None 
Excision of anal 

fissure 8 1-2 weeks Good None 
Proctotomy 5 1-2 weeks Good None 
Anal stenosis 5 1-3 weeks Good None 
Papillectomy 7 1 week Good None 


Anal thrombi 
excision 18 1 week Good None 





struct patients with anal scarring to re- 
frain from using oily laxatives and to 
substitute bulk-forming foods. The oint- 
ment was to be used both after bowel 
movement and on retiring, in order to 
maintain prolonged contact. 

In a small series of 9 patients who com- 
plained of anal and pelvic pain despite the 
fact that no demonstrable abnormality 
could be detected to explain the symptoms, 
Desitin rectal hydrocortisone ointment, 
used twice daily, proved effective in re- 
lieving the symptoms. Levator muscle 
spasm and the usual accompanying sense 
of weight in the pelvis was diminished 
after the first day of treatment and usu- 
ally disappeared after a week of treat- 
ment. Since many of these patients are 
elderly and their symptoms generally start 
in advance of changes in the weather, it 
it my impression that barometric altera- 
tions have some effect on swelling in the 
pelvic floor and adjacent tissues. 

In this group of 161 patients there was 
slight to extensive loss of tissue in the 
surgical correction. Operations in the up- 
per four categories (Table 3) were hospi- 
tal procedures; the remainder were done 
with local anesthesia in the office. The 
conditions surgically treated were hemor- 
rhoids, cryptitis, perianal and perirectal 
abscesses, fistulas and pilonidal disease. 
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The opportunity to observe the action of 
Desitin rectal hydrocortisone ointment in 
these patients was particularly valuable 
because they had been dismissed from a 
hospital where another ointment had been 
used, with resultant local irritation and 
delayed wound healing. At the first office 
visit they were given short wave dia- 
thermy to the wounded area for three 
to five minutes, after which a cotton- 
tipped wooden applicator, well lubricated 
with the cod liver oil steroid, was gently 
inserted into the anal canal or wound. 
This caused no discomfort; adhesions 
could easily be broken or prevented, and 
at the same time a quantity of the medic- 
ament was left. This treatment was given 
twice weekly until healing was advanced. 
By the tenth postoperative day a stool of 
normal size could be passed with little 
difficulty and digital examination could 
be performed with ease. In all of the 
patients in this series, even after high 
frequency diathermy had _ been used, 
wound healing appeared to progress at 
a maximum rate, without formation of 
excessive scar tissue. Early digital ex- 
ploration of the wounded area was 
avoided. Postoperative fissuring was 
notably lessened under this treatment. 

Minor surgical corrections on an am- 
bulant basis consisted of excision of anal 
thrombi, papillectomy and removal of 
long-standing anal ulcers, fissures, and 
superficial fistulas. Here, too, there was 
ample evidence of the potent effect of the 
combined cod liver oil and steroid oint- 
ment in topical use. One patient with mul- 
tiple sensitivities showed some local in- 
flammation after one week of constant use 
of the ointment. 


COMMENT 


Body orifices normally are laden with 
bacteria and protect themselves against 
pathogens to a high degree. When injury 
occurs, the prime requisite for optimum 
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healing is adequate drainage, provided 
other factors affecting the physiologic 
functions, such as fluid, electrolyte and 
nutritional balance and vitamin intake are 
within normal limits. 

From this study it appears that bacter- 
iostatic or bacteriocidal agents in or about 
the anorectal area have questionable value 
unless overwhelming infection is present 
or resistance is exceedingly low. Anes- 
thetic chemicals topically applied have no 
effect on intact anoderm. When the sur- 
face is broken or edematous, some absorp- 
tion into exposed nerves produces anal- 
gesia or anesthesia. When body fluid is 
present there seems to be a precipitation 
of the alkaline salt from the anesthetic 
or chemical antibiotic that can act as a 
caustic agent to delay tissue regeneration 
while partially masked by the anesthesia. 

Topical steroids added to cod liver oil 
ointment appear to act far more favor- 
ably in improving tissue regeneration than 
does either agent alone. Medication with 
acid-base compounds does not seem to 
be more effective than the use of medica- 
ments with a neutral reaction. 

In the patients who used Desitin rectal 
hydrocortisone ointment, hypersensitivity 
to the medicament was rarely observed. 
Continued application of the medicament 
even in the presence of wound serum 
caused no alteration of the py. Wound 
turgescence rapidly subsided ; necrotic tis- 
sue resolved, granulations were firm and 
scarring was minimal. 

When patients were unable to get Desi- 
tin rectal hydrocortisone ointment and re- 
turned to the use of other medicaments 
irritation occurred as described in the 
body of the report. This recurrent irri- 
tation was not immediate but developed 
after the lapse of several days. This indi- 
cates that some caustic agent was released, 
particularly when wound secretions were 
present. There was also a corresponding 
rise in py, as before. The restoration of 
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maximum healing in the wounded area 
could again be brought about by returning 
to the use of Desitin rectal hydrocortisone 
ointment. 


SUMMARY AND CONCLUSIONS 


There is wide normal variation in the 
hydrogen ion readings of nonpruritic anal 
skin. Irritation from digital trauma alone, 
without the use of medication containing 
anesthetic or antibiotic agents, will bring 
about a shift to a high py. Chemical 
agents, on continued use, can increase 
pain, redness and swelling. A buffered 
base ointment with an acid reaction does 
not alter the hydrogen ion level or aid in 
the action of the medicaments. 

In a group of 271 patients suffering 
from a variety of anorectal problems, such 
a preparation (Desitin Rectal Hydrocor- 
tisone Ointment) proved highly effective 
as a topical agent in reducing edema, pain 
and itching; it also permitted progressive, 
uninterrupted healing of the wound. A 
cotton-tipped applicator with this oint- 
ment inserted into the wounded anal outlet 
or the pilonidal cavity diminished the need 
of early postoperative dilation and speeded 
formation of granulation tissue. 

Although in this series no patients were 
in need of treatment for radiation proc- 
titis or ulcerative colitis, the synergistic 
action of the combination of topical 
steroid and cod liver oil ointment should 
be most useful in the treatment of these 
conditions. 


RIASSUNTO E CONCLUSIONI 


La cute della regione anale presenta 
ampie variazioni del py. Questo puo’ 
aumentare notevolmente in conseguenza 
della semplice irritazione da trauma digi- 
tale, senza uso di medicamenti anestetici 
o antibiotici. Gli agenti chimici, in con- 
tinuo uso, aumentano il dolore, l’arrossa- 
mento e la tumefazione. Un unguento 
tamponato a reazione acida non altera il 
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livello idrogenionico e favorisce |’azione 
del medicamento. 

In un gruppo di 271 malati affetti da 
lesioni anorettali e’ stato usato appunto un 
preparato di questo genere (l’unguento 
Desitin rettale all’idrocortisone) che si e’ 
dimostrato molto utile come topico nel 
ridurre |’edema, il dolore e il prurito; esso 
permette, inoltre, una regolare guarigione 
delle ferite. Un tampone, imbevuto della 
sostanza, introdotto nell’orificio anale o 
nella cavita’ fistolosa rende inutili le dila- 
tazioni e affretta la formazione di tessuto 
di granulazione. 

Benche’ in questa serie di malati non vi 
fossero casi di proctite ne’ di colite ulce- 
rosa, anche per queste affezioni sarebbe 
utile il trattamento combinato con steroidi 
ad azione topica e unguento all’olio di fe- 
gato di merluzzo. 


RESUME ET CONCLUSIONS 


Les courbes d’ions d’hydrogéne de la 
peau anale non prurigineuse subissent 
d’importantes variations, d’ailleurs nor- 
males. Une irritation causée par un 
traumatisme digital seul, sans utilisation 
de médicaments a base d’anesthésiques ou 
d’antibiotiques, provoque une modification 
dans le sens d’un py plus élevé. Des agents 
chimiques, utilisés réguliérement, peuvent 
augmenter la douleur, la rougeur et le gon- 
flement. Un onguent de base a réaction 
acide appliqué par tamponnement, ne mo- 
difie pas le niveau des ions d’hydrogéne et 
ne favorise pas |’action des médicaments. 

Dans un groupe de 271 malades atteints 
d’affections anorectales variées, ]’onguent 
rectal a la Désitine-hydrocortisone s’est 
révélé hautement efficace en tant qu’agent 
topique diminuant |’oedéme, la douleur et 
le prurit; il a également permis une guéri- 
son progressive et continue de la plaie. Cet 
onguent, appliqué a l’aide d’un batonnet a 
lextrémité entourée de coton, et inséré 
dans l’orifice anal lésé ou la cavité piloni- 
dale, a diminué le nombre des dilatations 
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postopératoires et accéléré la formation de 
tissu de granulation. 

Bien qu’aucun des malades de ce groupe 
n’ait eu besoin d’un traitement de proctite 
ou de colite ulcéreuse, l’action synergétique 
de la combinaison d’un stéroide local et 
d’un onguent a base d’huile de foie de 
morue, devrait étre des plus utile dans le 
traitement de ces cas. 


RESUMEN Y CONCLUSIONES 


Existe una gran variacién en las lec- 
turas del ion hidrégeno en la piel anal de 
los sujetos sin prurito. Simpemente la ir- 
ritaci6n por trauma con el dedo o el uso 
de medicamentos con anestésicos o anti- 
bidticos produce una desviacion hacia un 
Pu mas alto. Ciertos agentes quimicos 
cuando se usan continuadamente pueden 
aumentar el dolor, el enrojecimiento y la 
hinchaz6n. Una pomada a la que se ha 
dado reaccién acida no altera el nivel del 
idn hidrégeno y ayuda a la accion del medi- 
camento. 

En un grupo de 271 enfermos afectos de 
diversos problemas anorectales tales pre- 
parados (Balsamo rectal de hidrocortisona, 
Detisin) se han mostrado muy efectivos 
como agentes topicos para reducir el 
edema, el dolor y el picor; permitiendo 
también la cuaracién progresiva de las 
lesiones. La aplicacion de este balsamo en 
el canal anal o en la cavidad pilonidal dis- 
minuye la necesidad de la dilataci6n ano- 
rectal y acelera la formacién de tejido de 
granulacion. 

Aunque en estas series de enfermos no 
habia ninguno con proctitis o colitis ul- 
cerosa la acci6n sinérgica de la combina- 
cidn de esteroide y de aceite de higado de 
bacalao debiera ser de los mas Util en el 
tratamiento de estas afecciones. 


ZUSAMMENFASSUNG UND SCHLUSSFOLGERUNGEN 


Die normale Wasserstoffionenkonzen- 
tration der nicht juckenden Afterhaut 
weist grosse Schwankungen auf. Reizun- 
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gen durch Verletzung mit den Fingern 
allein ohne Verwendung von aniasthesie- 
rende oder antibiotische Stoffe enthalten- 
den Medikamenten fiihren zu einer 
Erhohung der Wasserstoffionenkonzentra- 
tion. Fortgesetzte Anwendung chemischer 
Mittel kann zur Steigerung von Schmer- 
zen, R6tung und Schwellung fiihren. Eine 
Pufferung der Salbengrundlage mit saurer 
Reaktion fiihrt zu keiner Anderung der 
Wasserstoffionenkonzentration und for- 
dert nicht die Wirkung der Medikamente. 

Bei einer Serie von 271 unter verschie- 
denen anorektalen Erkrankungen leiden- 
den Patienten hat sich ein solches Pripa- 
rat (Rektale Desitin-Hydrokortisonsalbe) 
als ein héchst wirksames 6rtliches Mittel 
zur Herabsetzung von Gdem, Schmerz und 
Jucken erwiesen und fiihrte ferner zur 
ununterbrochenen Wundheilung. Die Ein- 


MARKS: NEW HYDROCORTISONE OINTMENT 


fiihrung eines mit der Salbe versehenen 
Wattetupfers in den verletzten After oder 
in die pilonidale Hoéhle setzte die Notwen- 
digkeit friiher postoperativer Dehnung 
herab und beschleunigte die Bildung von 
Granulationsgewebe. 


Obgleich keiner der Patienten in dieser 
Gruppe eine Behandlung fiir Mastdarm- 
entziindung oder geschwiirige Dickdarm- 
entziindung brauchte, ist doch anzuneh- 
men, dass die gemeinsame Wirkung des 
ortlich angewandten Steroids und der Le- 
bertransalbe sich in der Behandlung dieser 
Erkrankungen als niitzlich erweisen 
konnte. 
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It is in literature as in life: wherever you turn you stumble at once upon the 





incorrigible mob of humanity, swarming in all directions, crowding and soiling 
everything, like flies in summer. Hence the number which no man can count, of 
bad books, those rank weeds of literature, which draw nourishment from the corn 
and choke it. The time, money and attention of the public, which rightfully belong 
to good books and their noble aims, they take for themselves: they are written 
for the mere purposes of making money or procuring places. So they are not 
only useless; they do positive mischief. Nine-tenths of the whole of our present 
literature has no other aim than to get a few shillings out of the pockets of the 
public; and to that end author, publisher and reviewer are in league. 


~—Schopenhauer 
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tions as desired. 
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Surgery of the Thyroid and Parathyroids 


Nodular Goiter: Incidence, Treatment and Results 


J. W. WELCH, M.D., C. A. HELLWIG, M.D., 
V. E. CHESKY, M.D., AND IRENE A. KOENEKE, M.D. 


HALSTEAD, KANSAS 


N THE past few years a spate of articles 
has appeared in the American medical 
literature exhuming the theory that 

conservative rather than surgical treat- 
ment of nodular goiter is the therapy of 
choice. This line of reasoning is somewhat 
at variance with the staid and established 
tenet of the past sixty years that palpable 
thyroid nodules should be surgically ex- 
cised. In our opinion it is scientifically 
healthy and therapeutically wise to ques- 
tion such departural concepts as they wax 
and wane in popularity. We determined, 
therefore, to assay the efficacy of such 
an approach in the light of our experience 
in thyroid disease. 


Methods, Materials and Results. — In 
several previous papers we have published 
the incidence of nodular goiter in adult 
autopsy cases (51.3 per cent)'; the inci- 
dence of palpable nodular goiter in rou- 
tine clinic admissions (7.02 per cent),’” 
and the incidence of nodular goiter from a 
statistical standpoint (4 per cent)? as de- 
termined from the national incidence and 
applied to Kansas on the basis of popula- 
tion. For this paper a resurvey of 10,000 
routine clinic admissions during the year 
1959 was taken, revealing the incidence of 
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All palpable thyroid nodules, re- 
gardless of size, number or toxicity, 
should, in the authors’ opinion, be 
excised, since the incidence of ma- 
lignancy therein is high enough to 
justify the utmost caution. Since this 
implies treatment at an early stage, 
an improvement in the rate of cure 
for carcinoma of the thyroid may be 
expected if this principle is accepted 
and treatment conducted accord- 


ingly. 











nodular goiter as 8.6 per cent. This survey 
was accomplished by reviewing 500 con- 
secutive clinic records from each 2,000 
routine registrations. During this time 
215 nodular goiters were detected by pal- 
pation. This figure, when coupled with 
those obtained in two earlier studies con- 
ducted one and two years earlier on 1,500 
routine admissions, places the incidence of 
palpable nodular goiter at this clinic at 
approximately 7.8 per cent. 

In the course of the preceding study we 
began to question the ability of our exam- 
iners to differentiate the solitary adenoma 
from the multinodular goiter. Three hun- 
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dred consecutive surgical cases were re- 
viewed from the standpoint of admitting 
impression, preoperative diagnosis and 
postoperative diagnosis as compared with 
the final pathologic diagnosis. The correct 
diagnosis was made by experienced goiter 
surgeons in only 56.1 per cent of the cases. 
Our accuracy in differentiating benign 
from malignant nodules was next ap- 
praised by reviewing 200 consecutive cases 
of known carcinoma of the thyroid, exclud- 
ing the frank and obvious thyroid carci- 
noma with large hard neck masses and/or 
paralysis of the vocal cords. The correct 
diagnosis either on admission or on the 
preoperative record was made in 25.6 per 
cent. This figure was higher than we had 
anticipated, so we reviewed 200 selected 
case of known benign nodular goiter. These 
cases were selected because the presenting 
nodule in each was described as either hard 
or firm. To our surprise, the correct diag- 
nosis was established either preoperatively 
or on admission in 74.8 per cent. Combin- 
ing these two figures, we arrived at a 
diagnostic acuity index of 50.1 per cent. 
The criteria used in establishing the ex- 
aminer’s diagnostic proficiency were rigid 
and precise. If the examiner, in palpating 
a nodule that subsequently proved to be 
benign, classified it as benign but noted 
that the nodule “felt fixed and hard enough 
to be compatible with malignancy,” he was 
adjudged in error. On the other hand, if, 
in palpating what subsequently proved to 





TABLE 1.—Incidence of Malignancy in 
Nodular Goiter 





No. of No. of 





Souree Goltere gg 
Cope” 1,109 112 10.1 
Cole 285 17.1 
Freeman 375 63 16.8 
Crile 274 10.9 
Hertzler 1,592 267 16.7 
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be a malignant gland, the examiner made 
the same statement and did not definitely 
diagnose malignancy to the exclusion of 
any other diagnosis, he was again adjudged 
in error. The diagnosis, to be classified as 
correct, had to be explicit and unequivocal. 
We are convinced that if these exacting 
criteria were unswervingly and univer- 
sally applied, there would be fewer pub- 
lished reports citing a diagnostic acuity 
of 95 per cent. 

The incidence of malignancy in nodular 
goiter coming to operation was next de- 
termined. In the years 1940 to 1956 a total 
of 3,024 thyroidectomies was performed 
at the Hertzler Clinic. In 1,592 of these 
the goiters were nodular, either single or 
multiple, and 267 of the nodular goiters 
were malignant—an incidence of 16.7 per 
cent. This is slightly less than the percent- 
age reported by Cole* and his associates 
but almost exactly that reported by Free- 
man?’ (Table 1). 

Finally, we followed 30 patients with 
nodular goiter which, for one reason or 
another, such as age or poor risk, were 
placed on medical therapy consisting of 1 
to 3 gr. of thyroid extract daily for six 
months to two years. Of these 30 patients, 
14 had partial to complete regression of 
the nodularity; 12 had a single palpable 
nodule, and it was in this group that the 
best results were obtained. Subsequently, 9 
of this group elected operations. In all but 
2 patients the nodules were still present, 
although they could not be palpated pre- 
operatively. In the 2 exceptions the nod- 
ules were not nodules at all but prominent 
bosselations of a lymphadenoid goiter that 
had apparently regressed under the influ- 
ence of thyroid extract. 

The treatment recommended for nodular 
goiter in all cases was surgical excision, 
except for the patients who were 70 
and older and those who were considered 
poor surgical risks. A number of patients 
in this series, in addition to the two classes 
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mentioned above, refused operation and 
were placed on 114 to 8 gr. of thyroid ex- 
tract daily. We were able to follow 30 of 
this group for a sufficient period to make 
the aforementioned observations signifi- 
cant. : 

The surgical treatment of the remainder 
consisted of lobectomy for the solitary 
nodule and bilateral subtotal thyroidec- 
tomy for the multinodular gland. For the 

ialignant adenoma total lobectomy was 
done, with paratracheal node dissection on 
the involved side. A modified neck dissec- 
ticn was considered mandatory only when 
there was obvious metastasis to the neck; 
this was a rare occurrence. If careful in- 
spection of the contralateral side revealed 
any involved nodes, a bilateral esophago- 
tracheal groove dissection was performed 
and the contralateral lobe removed sub- 
totally. If multiple foci of carcinoma were 
present, total thyroidectomy with a modi- 
fied neck dissection was employed. The 
modified neck dissection included all dis- 
cernible lymph nodes of the posterior tri- 
angle and the esophagotracheal groove; 
the external jugular vein was sacrificed, 
but the submaxillary gland structures and 
the sternocleidomastoid muscle were pre- 
served. Seldom was. such a radical pro- 
cedure warranted for tumors in Group 1, 
which consisted of papillomas, a follicular 
variant of papilloma, follicular carcinomas, 
Hiirthle cell tumors, clear cell tumors and 
invasive adenomas. 

Roentgen and radioactive iodine therapy 
were purposely withheld as adjuvant meas- 
ures. Our previous experience gave no in- 
dication that the use of the roentgen ray 
enhanced the prognosis appreciably, if at 
all, so far as the Group 1 type of thyroid 
carcinoma was concerned. In the twenty 
years prior to this study the treatment for 
low-grade carcinomas of the thyroid was 
simply adenectomy, with resection of a 
rim of normal thyroid tissue. The survival 
and cure rates were but little poorer, and 
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TABLE 2.—Cure and Survival Rates 


























Group 1: No. % Fol- Survival Cure 
Malignant Goiters Cases low-up Rates Rates 
Papilloma 31 98 92.3 84.6 
Follicular carcinoma 
Follicular variant 838. 91 93.3 83.3 
Hiirthle cell Ts: 91 98 96.8 
Clear cell 6 100 66.6 50 
Invasive adenoma 52 90 95.7 91.5 
Totals 208 938% 87.1% 179.3% 
Group 2: 
Malignant Goiters* 
Malignant lymphoma 5 _ 100 20 20 
Diffuse adeno- 
carcinoma 45 76 53 42 
Small round cell and 
giant cell car- 
cinoma** 13 100 23 15.4 
Totals 63 92% 32% 25.8% 





_*One case of hemangioendothelioma has been followed for 
nine years. The patient is alive, well and free of disease. 


**Inciudes to 1959 in this category. 


roentgen therapy added nothing significant 
to the results. When isotope therapy be- 
came available, we employed it sparingly 
in test fashion for carcinoma of the thy- 
roid, and again no increase in therapeutic 
benefit was evident. Both forms of treat- 
ment were therefore withheld by design 
from this series, for in our opinion they 
have little place in the routine treatment 
of Group 1 malignant goiters. 

Of the Group 2 malignant thyroid le- 
sions, which consisted of diffuse adenocar- 
cinomas, malignant lymphomas, solid giant 
cell carcinomas, small round cell carcino- 
mas and hemangioendotheliomas, approxi- 
mately one-third have been treated by total 
thyroidectomy with modified neck dissec- 
tion. Therapy was then continued post- 
operatively, either by roentgen ray or by 
uptake and gammagram studies to detect 
residual or metastatic tissue. When such 
tissue was detected, the patient was given 
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5 to 10 units of TSH daily for ten days 
and then treated with 300 to 350 micro- 
curies of radioactive iodine in a single 
dose. Approximately two-thirds of the 
Group 2 patients have been treated either 
with a combination of total and subtotal 
lobectomy with modified neck dissection 
and roentgen therapy or by a decompres- 
sion biopsy followed by roentgen therapy. 
Postoperative roentgen therapy consisted 
of 2,200 to 2,500 r, and a cross-fire technic 
was used. Both groups were given thyroid 
extract in doses ranging from 3 to 5 gr. 
daily. At the time of writing no appre- 
ciable difference has been noted in the 
survival or the apparent cure rates of these 
two fractions of Group 2 malignant 
goiters. 

Adequate follow-up data were available 
in more than 93 per cent of the 267 cases 
of carcinoma detected in nodular goiter. 
With the Group 1 type the average twelve- 
year survival rate was slightly less than 
90 per cent and the apparent cure rate just 
under 80 per cent (Table 2). With Group 
2 the average twelve-year survival rate 
fell to 35 per cent. The overall immediate 
mortality rate was slightly in excess of 
0.18 per cent, and the incidence of perma- 
nent damage to the parathyroids was neg- 
ligible (only 3 known cases). 

The pathologic criteria used to deter- 
mine whether malignancy exists in disease 
of the thyroid were the standard ones em- 
ployed to establish the diagnosis of ma- 
lignant tumor in any organ or organ sys- 
tem of the body. These include gross or 
microscopic invasion of the blood vessels; 
penetration through the capsule; invasion 
of the adjacent thyroid tissue, and the 
presence of papillary growth with cellular 
atypia. 


COMMENT 


In the survey of the 10,000 routine ad- 
missions to the clinic, no attention was 
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assigned to the presenting symptoms. 
Since this institution is moderately well 
known in the Southwest as a thyroid clinic, 
it is presumed that the presenting com- 
plaint may have particular significance 
and so color our results as to invalidate 
them. Our percentage incidence, then, is 
valid only so far as our own institution is 
concerned; it is not necessarily typical for 
the population as a whole. 

In slightly over 1 per cent of the nod- 
ular goiters, or 6.7 per cent of the thyroid 
carcinomas, included in this presentation 
and diagnesed preoperatively as benign 
solitary adenomas, the particular nodule 
proved at operation to be benign, but a 
smaller nonpalpable occult carcinoma was 
discovered at pathologic examination. In 
8 of these cases the nonpalpable malignant 
lesion was a Hiirthle cell tumor, but in the 
remainder the occult lesion proved to be 
one of the more malignant forms of car- 
cinoma of the thyroid. 

In measuring the diagnostic acuity in- 
dex it was noted that in one particular 
year there was a pronounced increase in 
percentage of correct preoperative diag- 
noses. It was further noted that this per- 
spicacity coincided with a surge of over- 
zealousness by the tissue committee. This 
year’s results were not incorporated in the 
study. 


GENERAL COMMENT 


The recent trend toward medical man- 
agement of nontoxic nodular goiter has 
been largely predicated on the following 
concepts, which we shall discuss in order 
in the light of our experience: (1) the be- 
nignancy or malignancy of thyroid nodules 
can be determined clinically, with an ac- 
ceptable degree of accuracy, either by pal- 
nation or by isotope tracer studies; (2) 
since nodular goiter is common end carci- 
noma of the thyroid comparatively rare, 
the incidence of carcinoma in a nodular 
goiter is not a major consideration; (3) 
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prophylactic thyroidectomies are not indi- 
cated, since benign nodules rarely, if ever, 
undergo malignant change; (4) medical 
treatment, consisting of the oral adminis- 
tration of thyroid extract, is extremely 
efficacious in inducing ablation of thyroid 
nodules, and (5) the risk of delay occa- 
sioned by trial on medical management is 
less than the surgical risk with its asso- 
ciated morbidity and mortality. 
Numerous writers and students of thy- 
roid disease candidly admit their inability 
to diagnose a solitary thyroid adenoma 
preoperatively. Sloan* has commented that 
the preoperative diagnosis of a solitary 
nodule is often wrong and that multiple 
nodules are usually observed at operation. 
Beahrs’ has admitted that he no longer 
attempts to differentiate solitary from 
multiple nodules in a goiter. Lahey® con- 
fessed that he was often unable to differen- 
tiate a solitary adenoma from a multinod- 
ular goiter. Ravdin’ stated that it is easy 
to make a clinical error in this regard; 
Perlmutter® concurred. Our experience 
corroborates this general conviction that 
even experienced thyroid surgeons are un- 
able to differentiate a solitary adenoma 
from a multinodular goiter in a significant 
percentage of cases; at our institution, 
roughly 50 per cent. Nor are they able to 
differentiate benign from malignant nod- 
ules with an acceptable degree of accuracy. 
In the exacting survey aforedescribed, a 
diagnostic accuracy index slightly over 50 
per cent was obtained. In our opinion, no 
other examiner in a test as rigidly con- 
trolled would fare significantly better; at 
least, not enough to place the diagnosis so 
obtained at a safe level. A skilled examiner 
can distinguish benign from malignant tu- 
mors of the breast with about the same 
degree of accuracy, but no one, to our 
knowledge, considers this adequate. And, 
if this is not enough, let it be remembered 
that more than 6 per cent of our cases, like 
those of other investigators, contained oc- 
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cult carcinoma despite the accuracy of 
diagnosis. Black, Bush and Horn’ of De- 
troit cited 14 patients in whom thyroid 
nodules palpable before operation were be- 
nign at surgery but in whom carcinoma 
was found elsewhere in the thyroid. Wool- 
ner and associates'”® of the Mayo Clinic, 
reporting on 144 cases of occult carci- 
noma, stated that small unencapsulated in- 
vasive papillary tumors are present in at 
least 1 per cent of thyroid glands carefully 
examined by the surgical pathologist. They 
stated further that such lesions are usually 
occult, i.e., impalpable on clinical examina- 
tion. When the gland is surgically resected 
for another reason, the carcinomatous le- 
sion is an incidental discovery. 

In some quarters there is a strong opin- 
ion that isotope studies may be of great 
aid in distinguishing benign from malig- 
nant nodules. The use of radioactive iodine 
as a diagnostic aid in the recognition of 
malignancy has not helped us and in our 
hands is unreliable. We encountered two 
“hot” nodules (theoretically this is indica- 
tive of benignity) that were malignant—1 
a columnar cell carcinoma and 1 an inva- 
sive adenoma. In 5 cases carcinoma re- 
mained unsuspected after iodine tracer 
studies, because these revealed a normal 
iodine uptake. The reports in the literature 
have not convinced us that we are at vari- 
ance with the common experience in this 
respect. 

According to Sokal,!' there exists a tre- 
mendous hiatus between the number of 
thyroid carcinomas diagnosed and re- 
corded and the number that should be on 
record if the statistics on incidence are 
valid. There is also a large discrepancy in 
regard to the number of thyroid carcino- 
mas that are cured or fatal and the num- 
ber that should appear on the records of 
the National Office of Vital Statistics. So- 
kal issued a challenge and requested fig- 
ures to close this hiatus. Such a challenge 
would have to originate from an urban 
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institutionalized area and from one com- 
pletely unfamiliar with the vagaries of 
bucolic medicine, where, in our opinion, a 
large part of the answer may be found. In 
the first three months of 1961 we have 
signed the death certificates of 3 patients 
with carcinoma of the thyroid, and on none 
of these certificates was this lesion listed 
as either the primary or the secondary 
cause of death. Such patients die of pneu- 
monia due to atelectasis caused by tracheal 
obstruction, or of a cerebral vascular acci- 
dent due to cerebral hemorrhage conse; 
quent upon cerebral arteriosclerosis. In 
addition, we have had 3 patients with ter- 
minal thyroid carcinoma who died of such 
diseases as congestive heart failure follow- 
ing a myocardial infarct due to arterio- 
sclerosis ; bilateral hemopneumothorax due 
to gunshot wound, and injury in a motor 
accident, with all its attendant modifying 
sequence of events leading to the ultimate 
demise. All 6 patients had terminal thy- 
roid carcinoma with widespread metas- 
tases, and in none of the cases was it 
recorded except parenthetically. If this 
happened so frequently in a small commu- 
nity, one must assume that it is multiplied 
thousands of times throughout the conti- 
nental United States during the course of 
a year. To put it another way, the majority 
of patients with carcinoma of the thyroid 
die of unrelated diseases before the carci- 
noma can escort them out, and in many 
cases before its inevitability becomes 
manifest. This is true because the majority 
of thyroid carcinomas are of low-grade 
malignancy. 

Second, in an urban medical center, 
death, in the majority of cases, is followed 
by an autopsy; this is true in our institu- 
tion and in all approved hospitals. The 
major share of the patients in the United 
States, however, are treated in nonap- 
proved hospitals or at home, where the au- 
topsy percentage is unimportant and the 
term “Cancer Registry” is relatively un- 
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familiar. The cause of death as given is 
often only an intelligent guess and is, we 
suspect, seldom carcinoma of the thyroid. 
Until death certificates are revised to allow 
for this discrepancy and until all deaths 
are required to be studied by postmortem 
examination, such statistics as those cited 
by Sokal are, in our opinion, somewhat les: 
than meaningful. 

The true prevalence of malignancy in 
nontoxic nodular goiter is variously esti- 
mated from less than 0.1 per cent! to more 
than 17 per cent.!? The incidence of non- 
toxic nodular goiter in the general popu- 
lation has been estimated as low as 4 per 
cent!® and as high as 50 per cent.'* The 
answer to the enigma lies not in additional 
statistics and further studies but in a prag- 
matic evaluation and application of the ex- 
isting information. 

The individual physician should not be 
cast in the role of public health “case 
finder” in relation to malignant goiter. He 
is concerned, as a physician, in a general 
but dispassionate way about the existence 
of nodular goiter in a large segment of the 
population. He is more concerned, of 
course, that a percentage of such goiters 
are malignant. He is well aware that the 
incidence of carcinoma of the thyroid in 
the general population is low and rightly 
feels no compulsion to search it down and 
stamp it out as he should and would a com- 
municable disease of equally serious im- 
port. He is justifiably concerned with the 
patient, screened or unscreened, who comes 
to him with a nodular goiter and with the 
moot question of what to do with the par- 
ticular nodule or nodules in the particular 
patient. 

Faced with this problem, the individual 
physician must make his decision on the 
basis of his experience, judgment and 
knowledge. Regardless of screening, first 
by the patient himself, then by the local 
physician and finally by the internist, the 
physician in question must advise therapy 
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on the basis of the facts in his possession. 
If more than 16 per cent of the nodular 
goiters he has encountered have proved 
malignant, he has no choice, in our opinion, 
but to offer operation to the petitioner. 

It is readily admitted by all who profess 
knowledge of thyroid disease that benign 
nodules rarely undergo malignant change. 
It should be presumed by these same stu- 
dents, first, that a malignant nodule may 
coexist with a benign nodule, and second, 
that the presumably benign nodule may 
actually contain malignant foci. Routine 
thyroidectomies are not done to prevent a 
supposed benign nodule from becoming 
malignant. They are done to remove dis- 
eased tissue which is often (16 per cent of 
the cases in our experience) malignant. It 
is a rationale quite similar to that for ex- 
cision biopsy of mammary tumor followed 
by a more radical resection if the biopsy 
specimen proves malignant. In this light 
we feel justified in advising surgical ther- 
apy for all patients with palpable thyroid 
nodules except when age or disease is a 
deterrent. 

We are not convinced that thyroid nod- 
ules can be made to disappear under the 
influence of thyroid extract. The adeno- 
matous nature of a thyroid nodule, viewed 
under a microscope, refutes this concept. 
We consider it no more plausible than the 
ludicrous myth that gallstones can be dis- 
solved with Vermont apple cider vinegar 
with honey added. Our experience, already 
cited, in which thyroid nodules “disap- 
peared” by eluding palpation and yet were 
present at operation tends to bear this out. 
Thyroid extract, by blocking TSH and 
thereby reducing hypertrophy, causes the 
diffuse glandular tissue beneath the nodule 
to regress. The nodule remains the same, 
but the diffuse tissue in which it rests 
shrinks deeper into the neck leading to the 
erroneous conclusion that the nodule has 
melted away. Bosselations of Hashimoto’s 
disease, which on occasion resemble nod- 


91 


WELCH ET AL.: NODULAR GOITER 


ules even to experienced fingers, likewise 
shrink under treatment with thyroid ex- 
tract, but only deeper into the neck. Beier- 
waltes'* stated that nodules in Michigan 
so rarely disappear under thyroid medica- 
tion that he routinely advises operation if 
the goiter causes compression or deviation 
of the trachea. Keating’ of the Mayo 
Clinic reported that thyroid nodules may 
disappear on the West Coast and on the 
East Coast, but they do not disappear in 
Minnesota. Neither do they disappear in 
Kansas. 

The corollary concept—that the risk and 
delay occasioned by treating a nodular 
goiter medically for a time while watching 
for signs of benignancy or malignancy is 
less than the risk of surgical intervention 
—violates the principles of carcinoma sur- 
gery and, judged by our experience, is 
simply not true. The morbidity rate of 
operation with modern surgical technics, 
skill and equipment is minor, and the mor- 
tality rate is certainly less that the foot 
faults of carcinoma detection by palpation. 
Our mortality rate in the past fifteen years, 
exclusive of toxic goiter, has been 0.12 per 
cent and our incidence of parathyroid tet- 
any negligible—only 3 known cases. If we 
exclude both the toxic and the malignant 
form of goiter our surgical mortality rate 
for nearly 1,500 nodular goiters is 0. 

The occurrence of myxedema was not 
statistically analyzed because the forms 
of therapy employed ignored this as a con- 
sequence. Total thyroidectomy, heavy doses 
of roentgen rays and carcinocidal doses 
of radioactive iodine invite myxedema as 
an acceptable concomitant of adequate 
therapy. 

The incidence of permanent paralysis of 
the vocal cords was difficult to analyze, for 
several reasons. The immediate postopera- 
tive examination, as well as the indirect 
laryngoscopic study conducted on the fifth 
postoperative day, may reveal an adductor 
lag of one cord, which, on examination 
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three months later will have returned to 
normal. This temporary paresis may be 
due to trauma to the nerve, transitory 
edema or even an absorbable suture, none 
of which is permanent. Patients with an 
adductor lag who never return for a post- 
operative checkup are impossible, there- 
fore, to classify. Those with immobility of 
the cord who fail to return for examina- 
tion, however, must be classified as per- 
manent in the morbidity tables. Then there 
are those in whom there is a postoperative 
cord lag with continuous progressive pare- 
sis. This type of paralysis is not categor- 
ized as surgical in origin; a preoperative 
vocal cord lag that suddenly becomes com- 
plete and permanent after the operation 
must be surgical. Considering all these 
factors, we place our incidence of uni- 
lateral cord paralysis in the neighborhood 
of 0.5 per cent, or a total of 8 cases in 
1,592 thyroidectomies performed for nod- 
ular and malignant goiter in 1952. In 
addition, we have on record 2 cases of 
bilateral paralysis of the vocal cords. In 
both cases it was the result of successful 
heroic surgical intervention to eradicate 
carcinoma in patients with preoperative 
unilateral paresis (Table 3). 

In this same period more persons have 
lost their lives because we did not diagnose 
or treat their carcinomas soon enough, 
whether the fault was theirs or ours. It 
may be seen from the morbidity and mor- 
tality table (Table 3) that only 1 patient 





TABLE 3.—Surgical Morbidity* 








No. of Total % of 

Complications Cases Cases Total 

Death 3 1,592 0.18 
Persistent parathyroid 

tetany 3 1,592 0.18 
Unilateral paralysis of 

vocal cord 8 1,592 0.50 

Wound infection 4 1,592 0.25 





*Average duration of stay in hospital 7 days. 
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in 100 sustained major insult in any of 
the forms of surgical complication we en- 
countered. In the same period more people 
have lost their lives because we did not 
diagnose or treat their carcinomas soon 
enough, whether the fault was theirs or 
ours. In our experience, then, with the 
morbidity and mortality rates both negli- 
gible, the risk of surgical excision of a 
thyroid nodule is many times less than the 
risk involved in observation of the same 
nodule over a period of time. 


CONCLUSIONS 


The authors are convinced that all pal- 
pable thyroid nodules, single or multiple, 
toxic or nontoxic, observed in patients 
under the age of 70, if they are average 
surgical “risks” should be excised, for the 
following reasons: 

1. The incidence of malignancy in thy- 
roid nodules detected in patients observed 
at this institution is great enough (16.7 
per cent) to demand this form of treat- 
ment. 

2. Even the well-trained and experi- 
enced thyroid surgeon cannot differentiate 
benign from malignant nodules with an 
acceptable approach to accuracy. 

3. In a significant number of cases, even 
when the palpable nodule is benign, a 
deeper nonpalpable malignant nodule may 
be discovered at operation. 

4. In competent hands the morbidity 
and mortality rates are too low to be con- 
sidered a deterrent to thyroidectomy. 

5. In the authors’ experience, treatment 
of nodular goiter with thyroid extract is 
ineffective, since a nodule once formed 
never actually disappears, though it may 
seem to. 

6. An improvement in the cure rate of 
carcinoma of the thyroid may be antici- 
pated, since an earlier and therefore more 
vigorous approach is made while the neo- 
plasm is still in the curable stage. 
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SCHLUSSFOLGERUNGEN 


Die Verfasser sind iiberzeugt, dass bei 
Kranken, die jiinger als 70 Jahre sind und 
kein tiberdurchschnittliches chirurgisches 
Risiko bieten, alle tastbaren Schilddriisen- 
knoten, gleichgiiltig ob es sich um einen 
einzelnen oder vielfache, um toxische oder 
nicht toxische Knoten handelt, reseziert 
werden sollten, wenn sie zur Beobachtung 
kommen. Die Griinde sind die folgenden: 

1. Die Hiaufigkeit, mit der bésartige 
Knoten bei Kranken unter der Beobach- 
tung der Verfasser entdeckt wurden, war 
gross genug (16,7 Prozent), um diese 
Form der Behandlung zu rechtfertigen. 

2. Auch der gut ausgebildete und er- 
fahrene Schilddriisenchirurg kann gutar- 
tige von boésartigen Knoten nicht mit 
annahernd annehmbarer Zuverlassigkeit 
unterscheiden. 

8. Auch wenn der tastbare Knoten gut- 
artig ist, konnen in einer bemerkenswer- 
ten Anzahl von Fallen bei der Operation 
tiefer gelegene nicht tastbare Knoten ent- 
deckt werden, die bésartig sind. 

4. Die Morbiditaét und die Sterblich- 
keitsquote ist, wenn die Operation von 
geiibten Hinden ausgefiihrt wird, zu ge- 
ring, um von einer Schilddriisenresektion 
abzuschrecken. 

5. Nach der Erfahrung der Verfasser 
ist die Behandlung des knotigen Kropfes 
mit Schilddriisenextrakt unwirksam, da 
ein Knoten, der sich einmal gebildet hat, 
niemals wirklich verschwindet, wenn es 
auch manchmal so scheinen mag. 

6. Die friihe Operation berechtigt zur 
Hoffnung auf Verbesserung der Heilungs- 
quote des Schilddriisenkrebses, da ein 
rechtzeitiger und daher wirksamerer An- 
griff erfolgt, solange sich die Geschwulst 
noch in einem heilbaren Stadium befindet. 


CONCLUSIONS 


Les auteurs sont convaincus que tous les 
nodules thyroidiens palpables, isolés ou 
multiples, toxiques ou non, observés chez 
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des malades de moins de 70 ans, devraient 
étre extirpés, s’ils représentent un risque 
chirurgical moyen. En voici les raisons: 

1. Le taux de malignité des nodules 
thyroidiens décelés chez les malades de 
l’établissement hospitalier en question, est 
suffisamment élevé (16.7%) pour exi- 
ger cette thérapeutique. 

2. Un chirurgien méme trés entrainé 
et expérimenté dans ce domaine, ne peut 
différencier avec un degré de certitude suf- 
fisant les nodules bénins des nodules ma- 
lins. 


3. Il arrive dans un nombre important 
de cas, en présence d’un nodule palpable 
bénin, que |’on découvre a |’opération un 
nodule malin plus profondément situé. 

4. Les taux de morbidité et de mor- 
talité sont trop bas, entre des mains com- 
pétentes, pour décourager un chirurgien 
de la thyroidectomie. 

5. Selon l’expérience des auteurs, le 
traitement du goitre nodulaire au moyen 
d’extraits thyroidiens est inefficace du fait 
qu’un nodule une fois constitué ne dispa- 
rait jamais, en dépit des apparences. 

6. L’on peut s’attendre 4 une améliora- 
tion du taux de guérison du carcinome de 
la thyroide, grace aux nouvelles voies 
d’approche plus précoces, donc plus ef- 
ficaces, 4 un moment ow le néoplasme est 
encore 4 un stade ou il peut étre contrdolé. 


CONCLUSIONI 


Gli autori sono persuasi che tutti i no- 
duli tiroidei palpabili, unici o multipli, 
tossici o non tossici, osservati in malati 
al di sotto dei 70 anni di eta’ e con nor- 
male rischio chirurgico, debbano essere 
asportati per le seguenti ragioni: 

1. La frequenza del riscontro di segni 
di malignita’ in noduli tiroidei asportati 
e’ abbastanza elevata (16,7%). 

2. Anche il piu’ esperto chirurgo non 
puo’ differenziare con sufficiente sicurezza 
i noduli benigni da quelli maligni, 
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3. In un rilevante numero di casi in cui 
vi e’ un nodulo benigni palpabile, si trova 
poi anche un nodulo maligno non palpabile 
durante |’intervento. 

4. La morbilita’ e la mortalita’ per ti- 
roidectomia, in mani esperte, e’cosi’ bassa 
da non rappresentare una remora. 

5. Secondo Jlesperienza dell’autore il 
trattamento del gozzo nodulare con es- 
tratti tiroidei e’ inefficace, e i noduli, una 
volta formati, non scompaiono piu’, anche 
se talvolta cio’ puo’ sembrare possibile. 

6. Questa condotta puo’ condurre ad un 
miglioramento della prognosi del cancro 
tiroideo in quanto lo si aggredisce piu’ 
precocemente e in una fase in cui esso e’ 
ancora curabile. 
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It is a very foolish notion to resolve not to marry a pretty woman. Beauty 
is of itself very estimable. No, sir, I would prefer a pretty woman, unless there 
are objections to her. A pretty woman may be foolish; a pretty woman may be 
wicked; a pretty woman may not like me. But there is no such danger in 
marrying a pretty woman as is apprehended; she will not be persecuted if she 
does not invite persecution. A pretty woman, if she has a mind to be wicked, 


can find a readier way than another; and that is all. 


—Johnson 





Mm oOo 











Section en Francais 





La Resection-Angulation 


(The Resection-Angulation Technic) 


RENE CHARRY, M.D., F.I.C.S.* 
PARIS, FRANCE 


l’a bien souligné—est née de la banale 

ostéotomie: bifurcation de Lorenz, 
ostéotomie de Schantz plus hasse, plus 
efficace aussi. 

Toutes deux procuraient une améliora- 
tion de la douleur, de la démarche, mais 
ne pouvaient en aucune maniére donner la 
moindre mobilité a la hanche atteinte. 
L’idée d’ajouter un geste mobilisateur en 


I" RESECTION-ANGULATION—Milch 


a 


eee ee ee 
*Dr. Charry has recently been awarded distinguished honors 
for a surgical film on the same subject as that of this article. 
The film was shown at a recent meeting of the American 
Academy. 
Submitted for publication Dec. 2, 1960. 





Angulation-resection of the hip 
originated in simple osteotomy, but 
the procedure has been considerably 
modified from time to time. The 
author describes his own technic of 
resection-angulation and its advan- 
tages as revealed by his personal 
experience. Emphasis is placed 
throughout on the preservation or 
restoration of normal movement, a 
quasi-normal gait and rehabilitation 
of the patient to such an extent that 
he is capable of useful employment. 
The author's results in these impor- 
tant directions are presented. 
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enlevant la téte fémorale devait donc venir 
tout naturellement. 

Chaque geste isolé était connu depuis 
trés longtemps, mais jamais les deux ges- 
tes n’avaient été pratiqués ensemble. Leur 
association apparut alors la solution: La 
Resection-angulation était créée. 

Mais, par lequel de ces deux gestes com- 
mencer? 

Au début ce fut la Resection qu’on pra- 
tiqua la premiére. 

L’opération était simple, mais exigeait 
une extension continue pour prévenir le 
déplacement du fémur vers le haut, sus- 
ceptible de faire suite 4 la libération ar- 
ticulaire, ce qui comportait une hospitali- 
sation prolongée: premier inconvénient. 

Dans une seconde séance avait lieu 
l’osteotomie. Elle était complété par une 
immobilisation en appareil platré main- 
tenue jusqu’Aa consolidation, c’est-a-dire 
pendant des mois. _ 

Il en résultait une diminution sérieuse 
des mouvements que la Résection avait 
rendus possibles: Deuxiéme inconvénient. 

Ces deux inconvénients réels firent trés 
vite abandonner au profit de l’ostéotomie 
d’abord, la Résection ensuite. 

Cette seconde technique, qui semblait 
meilleure, si elle présentait lors du deuxi- 
éme temps des difficultés tendait théori- 
quement 4 moins handicaper la souplesse 
terminale. 
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Les choses en étaient la quand survint 
un élément qui devait tout transformer: 
Moore trouve la plaque de synthése que 
devait vulgariser Blount sous le nom de 
Plaque de Moore. 

Ce nouveau mode de fixation permet- 
tait la suppression du platre et du méme 
coup annihilait les inconvénients de la 
longue immobilisation consécutive a l’osté- 
otomie. 

Désormais toute discussion de priorité 
n’avait plus sa raison d’étre et |’on se mit 
a réaliser en une méme séance les deux 
gestes opératoires. 

C’est a cette époque que Henry Milch 
l’exécuta 4 New-York devant moi. 

L’ingéniosité de l’opération, son effica- 
cité, me frappérent. 

Mais d’emblée une triple fissure m’ap- 
parut: 

1. la méthode n’était pas constante dans 


JULY, 1961 


la qualité des résultats pour un cas donné; 

2. Elle était réservée uniquement a des 
cas trés avancés ou a des grabataires. 

3. Enfin, le sacrifice ostéo-articulaire a 
premiére vue semblait énorme et muti- 
lant—de ce fait la méthode ne semblait 
légitime que dans les cas trés graves ou 
désespérés. 

Trés vite il m’apparut que l’irrégularité 
dans la qualité des résultats était liée au 
fait qu’aprés consolidation le pied était 
souvent en position défectueuse: rotation 
interne ou externe plus ou moins marquée; 
alors qu’une démarche correcte demande le 
pied au zénith. 

Le noeud du probléme était 1a: comment 
assurer avec exactitude, et avec une ri- 
goureuse constance, la position correcte du 
pied, le traitement terminé? 

C’est ce premier point auquel je m’at- 
tachai. 





Fig. 1.—Le principe. 
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interna 


Fig. 2.—Ce qui m’a amené a opérer en deux temps. 


Si on résolvait ce probléme tout s’en- 
suivrait. 

J’avais remarqué comme mes prédéces- 
seurs que la résection de la téte faite, le 
fémur libéré avait une invincible tendance 
a se mettre en rotation externe sous |’in- 
fluence des muscles pelvi-trochantériens. 

De toute évidence cette attitude allait 
handicaper la démarche et devait étre neu- 
tralisée. 

Milch et ses émules agissaient préven- 
tivement en imprimant une rotation in- 
terne approximative d’emblée. Le Procede 
etait incertain. 

Personnellement, je ne voulus agir qu’- 
aprés avoir vu ce 4 quoi je m’attaquais. Je 
séparai donc l’opération en deux temps, 
non pour les raisons exposées dans l’histo- 
rique, mais dans le but precis d’une obten- 
sion parfaite de la position fonctionnelle 
finale du pied. 
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La Résection pratiquée, je laissai dans 
les jours qui suivaient le membre inférieur 
se mettre en rotation externe maxima; je 
favorisai méme cette rotation; et quinze 
jours plus tard je passai au second temps: 
La section osseuse, l’angulation, la derota- 
tion, et la synthese. 

La correction de la rotation, qui cen- 
trait depuis le début mon _ attention 
devenait alors mathématique et entrainait, 
comme conséquence, des résultats con- 
stants et meilleurs, car, je le répéte, on ne 
marche bien que le pied au zénith. 

Ce premier point réalisé il m’apparut 
que le deuxiéme point qui avait retenu 
mon attention recevait du méme coup sa 
solution. 

Le hasard me fit, la main forcée, appli- 
quer la Résection-Angulation 4 une jeune 
fille de 26 ans porteuse d’une Intolérance 
Acrylique douloureuse. 
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TABLEAU 1.—Repartition des Affections Traitees 
sur 68 Cas Retrouves Controles 





33 coxites primitives 

11 poly-arthrites chroniques evolutives 

11 coxarthroses secondaires (avec ou. sans. ‘trou- 
bles vasculaires) 

4 intolérances acryliques 

5 plaies de guerre 

2 nécroses post-traumatiques 

1 fracture-luxation traumatique + paralysie 
sciatique 

1 ankylose + artérite 


soit 71,7% 
soit 28,3% 


Unilatéralité = 38 
Bilatéralité = 15 








TABLEAU 2.—La Repartition Selon le Sexe et lage 
sur 52 Patients 





soit 34,6% 
soit 65,4% 


Age Age moyen = 42 ans et demi. 


Ages 
limites = 15 et 73 ans. 


Sexe Hommes = 18 
Femmes = 34 








TABLEAU 3.—Qualite Fonctionnelle de 
Recuperation 
Nombre d’opérés (Uni-Bilatéraux) = 52 
(hanches opérées = 68) 





—Sans canne = 19 soit 36,5% 
—Avec 1 canne = 13 soit 24,8% 
—Avec 2 cannes = 20 soit 38,7% 


(ou en cours de rééducation) 


Possibilité de travail: 





—Effectif = 16 soit 30,8% 
—Léger = 28 soit 53,8% 
—Pas de travail 
méme léger ==> 8 soit 15,4% 
Incidents: 

I—Rupture de plaque = 3 1 = défaut de fa- 
brication: 
refusé 

2 = accident 
d’auto 


II—Perte partielle de l’angulation = 3 
(Trochanter trop poreux chez 1 obése 
2 vieillards 
(troubles 
trophi- 
ques) 
... pas a@ porter au passif de la méthode. 
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Le résultat fut excellent. La preuve etait 
faite que la resection-angulation pouvait 
ne pas etre reservee exclusivement aux 
vietllards. 

La précaution d’opérer en deux temps 
avait contribué a assurer |’excellence de 
la démarche. 

Dés lors une seule démonstration m’in- 
quiétait: établir le fait de l’inocuité de 
ablation étendue de la téte fémorale et 
du col contre toute logique. 

C’est ce que j’entrepris de faire dans 
mon dernier film sur l|’Opération Mobili- 
satrice oll je m’attachai 4 montrer essen- 
tiellement deux choses: 

1. la qualité possible d’une démarche 
quasi-normale; 

2. la possibilité pour les opérés—selon 
ces directives—de reprendre un travail 
utile. 

Les résultats sur ces deux points furent 
concluants: certains de mes opérés travai!- 
lent les champs, d’autres font du tracteur, 
de grandes cultures, 10 heures par jour, 
s’occupent du bétail; certains ont repris un 
commerce, d’autres des occupations ouv- 
riéres; certains montent, quoique Agés, et 
sans canne, cing étages. 

Enfin, un tout dernier opéré conduisait 
cing semaines aprés le second temps sa 
voiture sur la grande route, sans mon 
autorisation, mais efficacement. 

Et une seconde patiente regagnait 25 
jours aprés sa deuxiéme opération |’ Afri- 
que du Nord par avion et seule, et quelques 
semaines plus tard montait allégrement les 
marches monumentales du Palais de Jus- 
tice de Casablanca. 

Mon film a montré des démarches abso- 
lument normales. I] a fait pénétrer dans 
ce domaine intouchable:—avoir |l’audace 
et le bon sens d’opérer autre chose que des 
grabataires ;—avoir le souci de ses vraies 
responsabilités sociales. 

Il a démontré l’inanité des craintes chi- 
mériques et du méme coup détruit le pré- 
jugé que le sacrifice de la téte et du col 
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Aseptic Necrosis — 
r post traumatic 


n’était pas un obstacle a une démarche 
correcte. 

En outre, mes résultats s’améliorent au 
fur et 4 mesure que les années passent et 
que je posséde plus et mieux la technique. 

Des patients perdus de vue depuis 4 
a 5 ans, que je croyais présenter un résul- 
tat médiocre, m’écrivent aprés 4 a 5. ans 


chantés, marchent sans canne et ne souf- 
frent plus. 








de silence pour me dire qu’ils sont en- 


CHARRY: LA RESECTION-ANGULATION 





Fig. 3.—Un cas récent suivi (4 clichés opératoires et post-opératoires) . 


En matiére de chirurgie articulaire, il 
faut étre patient, c’est une chose a dire et 
qui a son incidence également sur la sta- 
tistique. 

Une statistique ne vaut que par les con- 
ditions qui président a son élaboration et 
si, dépouillé, je prends dix cas opérés en 
1952 et les compare a dix cas opérés en 
1960, le pourcentage de bons résultats et 
la qualité de ceux-ci ne peuvent se com- 
parer. 
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La logique devant la qualité des resul- 
tats—si on opére dans de bonnes condi- 
tions: sujet jeune, muscles valables, 
opération en deux temps, s’averait battue 
par l’experience. 

L’éventail des Indications de la résec- 
tion-angulation était démontré pouvoir 
étre trés large: 

Poly-arthrite chronique evolutive; 

Spondylose rhizomélique; 

Coxite; 

Coxarthrose primitive (inflammatoire) ; 

Coxarthrose mécanique (secondaire) ; 

Nécrose post-traumatique; 

Pseudarthrose du col; 

Ankylose osseuse ; 

Tuberculose coxo-Lémorale; 

Enfin, intolérances acryliques. 

C’est ce que j’essayai en vain de plaider 
devant le Congrés Frangais d’Orthopédie 
de 1959 mais qui devait quelques mois plus 
tard voir le jour 4 Rome lors du 12éme 
Congrés International des Chirurgiens et 
qui fait le fond de cette étude. 

Dans ce travail, bien que j’ai pratiqué 
beaucoup plus d’opérations que ma statis- 
tique ne le montre, je n’ai tenu compte que 
des 68 résultats que j’ai pu retrouver et 
controler ou qui ont répondu a mon ques- 
tionnaire au moment méme de la rédac- 
tion de cette étude. 

Les resultats.—Les affections traitées 
trés diverses, peuvent, a la faveur des 68 
cas retrouvés et suivis étre dénombrées 
ainsi: 

33 coxites primitives (26 patients dont 
7 bilatéraux) toutes graves. 

Dans Vensemble toutes sont debarras- 
sees des douleurs anterieures: 

6 conservent une sensibilité intermit- 
tente discréte (dont 3 encore en conva- 
lescence sortiront vraisemblablement. 

1 seule garde une sensibilité accusée, 
une géne vraiment douloureuse quoique 
loin d’étre comparable 4 celle de |’état 
initial. 

tous ont récupéré la mobilité: 16 quasi- 
totale. 


107 


CHARRY: LA RESECTION-ANGULATION 





Fig. 4.—Trois mois et demi aprés. 


chez 9 patients cette mdbilité n’est que 
partielle. 

chez 1, bilatéral, trés grave, mobilité 
peu étendue, mais permettant de se dépla- 
cer sans le secours de personne et de gag- 
ner sa vie par un travail assis. 

Tous ont une hanche solide. 

12 marchent et sautent a pieds joints, 
se livrent a un travail utile. 

5 accusent un manque de résistance 
discret a la fatigue ou aux marches pro- 
longées (mais deux parmi eux sont en 
cours de convalescence) . 

les autres ont une hanche vraiment a 
ménager mais s’en servent. 

1 se déclare insatisfait, mais est in- 
dolore et solide du cété opéré, refuse |’opé- 
ration du cé6té opposé. C’est un fait etabli, 
quil faut, si les lesions sont bilaterales 
operer les deux cotes ou ne pas operer du 
tout; il confirme la régle établie par Milch 
et constatée par moi-méme. 

Méme si l’opération du second cdté 
semble trop pour des lésions moindres, 
c’est quand méme la Résection-Angulation 
qu’il faut lui opposer. 








JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGRONS 


7 marchent sans canne. 

9 avec unecanne. 

les autres avec deux cannes, certains en 
cours. 

Parmi ceux-ci, il faut remarquer que 
trés souvent les patients laissent les can- 
nes a certaines occasions sans le dire, et, 
aussi que pour bien des malades le recul 
de quelques mois est insuffisant d’aprés 
mon expérience personnelle. C’est des an- 
nees apres que le resultat le meilleur est 
accusé. 

Sous cet angle également, |’état et la 
valeur musculaire jouent un role capital. 
On livre au chirurgien trop souvent des 
patients épuisés par des années d’impo- 
tence qui auraient un résultat meilleur et 
plus rapide si le médecin les dirigeait 
plus tot. 

Il y a la une éducation a faire, mais 
nous préchons encore trop souvent dans 
le désert. 

Enfin 14 patients se livrent a un travail 
productif et utile. 

Tous sauf deux, au moins aux travaux 
du ménage. 

Faut-il ici remarquer aussi quele plus 
souvent les Coxites sont bilatérales? 

Enfin, si l’on compare les résultats con- 
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trélés un an aprés |’opération et 3, 4 ou 5 
ans plus tard, les résultats constatés alors 
pour les mémes patients ne sont absolu- 
ment pas comparables a ce qu’ils étaient 
quelques années plus tot et tel resultat 
mediocre au debut est retrouve transforme 
comme je l’ai dit deja trois ans plus tard. 

C’est aussi un point de vue 4 ne pas 
méconnaitre. 

Sur 11 Poly-arthrites chroniques evolu- 
tives (6 patients—5 bilatéraux) : 

3 ont une excellente solidité, et mar- 
chent sans canne. 

3 ont une solidité moyenne ou restreinte 
et portent deux cannes. 

4 présentent une mobilité étendue. 

2 moyenne ou restreinte. 

Tous ont cessé d’avoir complétement 
besoin d’une tierce personne. 

Sur 11 coxarthroses secondaires (7 pa- 
tients, 4 bilatéraux) dont certaines avec 
troubles vasculaires associes: 

4 sont indolores en totalité. 

3 présentent une sensibilité discréte. 

4 présentent une mobilité trés étendue. 

3 Une mobilité moyenne. 

Tous sont solides, 5 se livrent 4 un tra- 
vail utile. 

Ce sont, avec les nécroses post-trauma- 





Fig. 5.—Un résultat éloigné: ossification totale du cal. 
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Fig. 6.—Schéma expliquant l’appui. 


tiques et les intolérances acryliques les 
meilleurs resultats pour la resection-angu- 
lation. 

Sur 4 intolerances acryliques, 3 sont 
parmi les plus parfaits des resultats. 

mobilité quasi-totale, 

indolence totale, 

claudication deux fois nulle. 

Par contre, une vieille dame, femme de 
médecin, pithiatique de surcroit, et reven- 
dicatrice, opérée trois fois auparavant se 
plaint toujours. 

Sur 5 plaies de guerre, tous ont récu- 
péré la mobilité: 

4 sont trés solides. 

1 conserve un coup de pompe da a I’as- 
cension du Grand Trochanter qui nécessite 
une canne et une chaussure surélevée. Les 
dégats initiaux étaient importants. 

Tous ont récupéré |’indolence. Un de ces 
patients prisonnier du Viet Minh s’est 
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évadé par ses propres moyens, ce qui 
prouve sa possibilité d’action. 

Le recul pour ces patients est de 6 ans. 

A ce sujet il faut dire, que habituelle- 
ment les cas non atrophiés et ot mécani- 
quement le raccourcissement rée] avant 
lopération n’est pas notable, conservent 
peu de raccourcissement fonctionnel la 
consolidation obtenue si l’affection est 
unilatérale, car le bassin s’incline et com- 
pense. Méme ceux qui de ce fait claudi- 
quent ne souffrent pas et travaillent. 

Certains, particuliérement les sujets 
agé peuvent présenter une lombalgie que 
nous avons traitée avec succés par le port 
d’une ceinture légére amovible. 

En cas de bilatéralité, le raccourcisse- 
ment peut étre nul; il existe souvent mais 
est trés discret. 

Mais la démarche, 4 part de rares cas 
comporte, un léger dandinement. 
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9 months leterm 
omplete healing 


Fig. 7—Son dernier cliché neuf mois aprés. 


Sur deux necroses post-traumatiques, 
deux resultats tres bons: 

1 excellent, pas de canne, conduisait son 
auto des le 25éme jour et se livre a des 
exercices litteralement athletiques de gym- 
nastique suedoise. 

Fracture du bassin accompagnee de 
luxation traumatique de la hanche, trés 
grave, compliquée d’écrasement du nerf 
sciatique, garde les inconvenients de sa 
paralysie et ses troubles trophiques, mais 
marche avec une seule canne. 

Enfin, ankylose bilaterale avec arterite 
qui a fait une complication locale post- 
opératoire du fait de l’artérite doit étre 
porté comme un échec. 

La qualite fonctionnelle des resultats 
dans l’ensemble se juge par les chiffres 
suivants: 

18 patients marchent sans canne; 

12 avec une canne; 

20 avec deux. 

Mais il faut compter que ceux-ci con- 
cernent tous les opérés méme ceux tout 
a fait du début et que ces chiffres s’amélio- 
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rent chaque année avec la technique ac- 
tuellement adoptée: 

16 travaillent effectivement a de durs 
travaux; 

28 se livrent a un travail léger, mais 
gagnent leur vie; 

6 déclarent ne se livrer a aucun travail. 

Encore faut-il dans cette appréciation 
tenir compte du psychisme de |’opéré. 

Sexe.—16 hommes pour 34 femmes a 
été ma proportion. 

Age.—Les ages extrémes étaient: 15 et 
73 ans; l’Age moyen: 42 ans et demi. 

Enfin, 3 décés: 

1 par embolie malgré un test héparine 
normal, survenu au 20éme jour; 

2 de maladies intermittentes 18 mois et 
deux ans aprés |’opération, chez des sujets 
agés. 

Incidents.—A deux reprises, rupture de 
la plaque, toutes deux dues a une malfacon 
dans la fabrication: pour la premiére une 
paille dans le métal qui permit la rupture 
au 6e€me mois au cours d’un accident 
d’auto. Pour la seconde, au cours du séjour 
dans un établissement de rééducation et 
aprés une excellente fonction pendant des 
semaines; la plaque utilisée faisait partie 
d’un lot de métal trop faible qui fut de ce 
fait refusé par la suite. 

En outre, par malheur, la coudure avait 
été faite extemporanément, contrairement 
a l’habitude, au niveau d’un orifice de 
forage. 

A deux reprises également, neutralisa- 
tion partielle de l’angulation osseuse opé- 
ratoire chez deux sujets 4gés de 70 et 72 
ans qui tous deux présentaient un tro- 
chanter particuliérement poreux qui laissa 
déraper |’éperon—ce qui m’améne a pro- 
poser le choix pour les sujets trés agés et 
particuliérement porotiques du dernier 
modéle imaginé récemment par Milch a 
portion intra-osseuse trés courte, tres 
large, trés recourbée. 

Mais faut-il noter que l’enquéte faite 
démontra que le déplacement avait eu lieu 
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iors ru retour de la salle d’opération au lit 
de ’opéré et qu’une manoeuvre intempes- 
tive d’adduction brutale sur le brancard 
lors du transport dans l’ascenseur n’y 
était pas étrangeére. 

De ces patients, l’un a récupéré une trés 
bonne démarche aprés la pose d’une plaque 
nouvelle, l’autre malgré une neutralisation 
légére de l’angulation marche, deux ans 
apres l’incident, sans canne et sans dou- 
leur. Les deux autres sont en cours de 
rééducation. 

Ces incidents qui relévent d’une malfa- 
con de matériel et de fautes post-opératoi- 
res évitables, ne doivent pas étre portés 
au passif de la méthode. 

Par contre, les résultats éloignés des 
patients opérés qui ont bien voulu nous 
donner des nouvelles et se présenter 4 nous 
démontrent une telle fréquence d’améliora- 
tion tardive que l’on peut penser que parmi 
ceux qui ne nous ont pas donné signe de 
vie, beaucoup auraient pu trés probable- 
ment figurer en bonne place. 


CONCLUSION 


Mon apport dans le domaine de la resec- 
tion-angulation reside dans la scission en 
deux temps de |’operation, qui permet une 
correction exacte de la rotation du frag- 
ment inferieur, et dans l’extension de 
l’opération a des sujets jeunes, a des for- 
mes moins evoluées. 

Les resultats de cette technique sont ou 
peuvent etre de ce fait: 

Demarche sans canne; 

Hanche de travail, 

Transformant completement la _ resec- 
tion-angulation reservee par le passe a des 
malades tres gravement atteints, au terme 
de leur evolution, souvent grabataires. 
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Two centuries after Christ, Galen made of the pneuma the essential principle 
that maintained organic equilibrium. Later, in the Renaissance, Paracelsus con- 
sidered man a microcosm, a constellation subject to the influence of cosmic forces. 
Vesalius and Harvey were the heralds of a new anatomy and pathology based on 
genuine observation and experimentation. The avalanche of theories and systems 
that marked the seventeenth century—Galileo in physics, Van Helmont in chem- 
istry, and Descartes and Bacon in philosophy—was followed by a revival of the 
Hippocratic spirit with Sydenham, who established the first natural history of 
diseases considered as natural processes. From then on there have been numerous 
attempts to unify the theories about the nature of disease. Stahl re-created animism; 
Boerhaave started true clinical observation; Morgagni emphasized postmortem 
anatomy; Haller described the sensibility and irritability of nerve structures; 
Bichat made organic lesions the basis of pathology; Laénnec created organo- 
pathology; Virchow established local organic lesions as the cause of disease; Claude 
Bernard created physiopathology; and, under the aegis of Corvisart and Auen- 
brugger, clinical pathology was born. 

Toward the end of the nineteenth century, Pasteur and Koch contributed their 
concept of bacteriologic causality and Kretschmer his constitutionalist theory. We 
must also remember Bergmann’s functional pathology, Brown-Séquard’s hormonal g 
pathology, Fredrick Kraus’s neurovegetative pathology, Speransky’s theory of neuro- 
dystrophy, Siebeck and von Weizsacker’s biographico-personal pathology, and the 
modern psychosomatic and anthropologic concepts of disease. 
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Pancreatitis Aguda en Puerperio 


(Acute Pancreatitis During the Puerperium) 


EDUARDO GARCIA CEPEDA, M.D. 
MEXICO D. F., MEXICO 


ningun interés, ya que en todos los 

Servicios de Cirugia se presentan 
casos de Padecimientos agudos del pan- 
creas, pero en esta vez si lo hay por tra- 
tarse de una enferma con manifestaciones 
clinicas y concurrencias que no son muy 
descritas por los autores. 

Hurgando los libros que tratan de estos 
casos, desde la patologia especializada de 
vientre, pasando por los textos de ob- 
stetricia y llegando por ultimo a las comu- 
nicaciones que hacen los maestros de las 
diferentes escuelas mundiales sobre los 
padecimientos pancreaticos, nos encontra- 
mos con la sorpresa de que muy pocos por 
no decir ninguno, refiere la concurrencia 
de padecimientos del pancreas en mujeres 
puérperas. 

Por ello es muy interesante hacer al- 


| [ ningtn de pancreatitis no tendria 
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A case is reported in which acute 
pancreatitis occurred in a woman 
during the puerperium. Its interest 
lies chiefly in the state of the patient 
and the evolution of the disease as 
related thereto. A review of recent 
concepts as to the cause, diagnosis, 
treatment and prognosis of acute 
pancreatitis is included. 
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gunas consideraciones Clinico Patolégicas 
sobre los padecimientos agudos del pan- 
creas y saber qué raro es encontrar en 
mujeres jévenes y en el post partum un 
padecimiento agudo del pancreas, ya que 
su porcentaje de aparici6n es muy escaso. 

Recordaremos que los padecimientos 
agudos del Pancreas se presentan general- 
mente en pacientes masculinos, algunos 
con grandes antecedentes patolégicos de 
la esfera digestiva en la que sobre salen 
los padecimientos de las vias biliares. 

Son enfermos que al hacer un cuadro 
agudo de Pancreatitis, les anteceden fre- 
cuentemente secuelas de Angiocolescistitis 
y si por alguna circunstancia va acompa- 
fado con el Diagndéstico de quistes del 
pancreas o tumores pseudo quisticos del 
mismo, también con frecuencia se encuen- 
tran antecedentes de un Traumatismo del 
meso gastrio. Es muy directa la relacién 
de traumatismo mediato a la aparicién de 
un proceso inflamatorio o quistico del Pan- 
creas. 

En nuestra enferma lo importante es 
que llega con un cuadro agudo de vientre 
y por la situacién de su dolor y las carac- 
teristicas de sus propagaciones ingresa al 
Servicio con el diagnostico de colelitiasis 
0 célico hepatico; esa fué la impresién 
diagnostica al internarse. 

Estudiada con mas detenimiento en el 
Pabellén, nos sorprende la edad de la en- 
ferma (19 anos) como primer dato; en 
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segundo lugar, nos enteramos que apenas 
25 dias antes habia tenido un parto a tér- 
mino y estaba en pleno puerperio no te- 
niendo ninguna manifestaci6n sintomato- 
légica por lo que se referia a su matriz y 
anexos; como tercer sintoma nos llama la 
atencién una tumoraci6én sobre el meso- 
gastrio, invadiendo el flanco izquierdo y 
la fosa iliaca izquierda, tumoraci6n casi 
inmévil, muy dolorosa y acompanandose 
con todos los datos clinicos de vientre de 
padecimiento peritoneal agudo. 

Nos queda la incégnita si realmente te- 
nemos una enferma de padecimiento litia- 
sico complicado, por lo demas muy comun 
y corriente en enfermas post-partum, o 
estamos frente a un caso de peritonitis por 
perforacion visceral o se trata de una en- 
ferma con una tumoraci6n extrafia y 
rara? 

Es aqui cuando caben las considera- 
ciones que sobre la pancreatitis hacen los 
diferentes autores y recordamos desde los 
estudios de la escuela francesa de Dejardins 
hasta los de Luis Urrutis de la escuela 
spaniola que, junto con Maranon y Jiménez 
—Diaz, producen importantes y concien- 
zudas comunicaciones sobre estos padeci- 
mientos, hasta los de la escuelas sajonas 
con Maingot, Zachary Cope, Bockus y 
Cattel, éste ultimo contemporaneo de la 
escuela de Filadelfia y Boston. 

Urrutia dice: La pancreatitis aguda se 
da preferentemente entre los treinta y los 
cincuenta anos (de aqui el interés de este 
caso a los 19 afios), aunque se han referido 
casos en personas jévenes; se ha dicho que 
se trataria entonces de bebedores con arte- 
rioesclerosis desarrollada precozmente, lo 
cual no es seguramente aplicable a todos 
ellos. Ribasla operado un caso de diez y 
ocho anos de edad; Brewit y Korte dos de 
diez y seis anos; Flourens y Lians ha pre- 
senciado desarrollarse la Pancreatitis en 
un nifio de trece anos y por el contrario 
Lewen ha encontrado un caso en un ham- 
bre de setenta y cinco afios y nosotros en 
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Madrid hemos atendido uno de setenta y 
tres. 

La enfermedad es mas frecuente en el 
hombre que en la mujer; de 44 casos estu- 
diados por Korte y Brentano 30 fueron 
hombres y 14 mujeres y segtin Deavers las 
estadisticas mas extensas muestran el 
65% de padecimientos en hombres. 


La obesidad esta considerada como un 
factor predisponente, asi de los 83 casos 
de pancreatitis aguda recopilados por 
Busch se menciona claramente la obesidad 
en 50 de ellos. 

El alcoholismo se encuentra a menudo 
en la ananesis de los enfermos y se ha 
dicho que influye de un modo directo sobre 
la glandula y su circulaci6n e indirecta- 
mente produce alteraciones hepaticas que 
ocasiona la hipertencién portal que tanta 
importancia tiene en los padecimientos del 
pancreas. Archibald estima ademas, que 
los largos periodos de abstinencia de ali- 
mentos en los alcoholicos crénicos consti- 
tuye un factor que tiende a mantener 
cerrado el esfinter de Oddi, favoreciendo 
esto el paso de la bilis a los conductos pan- 
creaticos. 

Se conoce como factor determinante de 
la pancreatitis las enfermedades infeccio- 
sas, tifoidea por ejemplo; las Intoxica- 
ciones como los producidas por mercurio 
plomo y drogas heroicas, pero lo que se 
sefiala, como dijimos antes, son los trau- 
matismos del abdomen, que _ provocan 
hemorragias pancreaticas traumaticas que 
desarrollan posteriormente un quiste o un 
proceso de pancreatitis. 

Insistiendo con Luis Urrutia, es induda- 
blemente que la causa mas frecuente de las 
pancreatitis agudas es la litiasis biliar y 
los padecimientos de vias biliares concomi- 
tantes. 

Osler refiere en 105 casos de pancrea- 
titis agudas 45 con padecimientos de 
litiasis biliar concomitantes. Quenu y Du- 
val de la escuela Francesa 128 de pancrea- 
titis en los cuales existia la litiasis en 47. 
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Kehr que oper6é 30 casos de pancreatitis 
hallé caleculos biliares en 19 veces, y asi 
continua la referencia de autores de los 
diferentes paises que hacen comunicacio- 
nes sobre estos padecimientos. 

Para Opie la causa principal de las pan- 
creatitis agudas que aparecen en los litia- 
sicos es debida al enclavamiento de un 
pequeno calculo en la abertura duodenal 
de la ampolla de Wanter que convierte a 
los dos conductos en uno solo, con lo cual 
la bilis infectada penetra en el pancreas 
ocasionando su necrosis, dicho autor en- 
contr6 esta disposicién en 9 de los 45 casos 
por él tratados. 

Por ultimo lo mas aceptable son las con- 
clusiones que desde las experiencias del 
célebre médico Canadiense Archibald 
quien provocando la hipertensién del Wir- 
sung en los gatos comprobo que la infec- 
cién por liquidos biliares era una buena 
explicacién de los padecimientos agudos 
del pancreas. 

Posteriormente las experiencias de 
Wangensteen de la Universidad de Minne- 
apolis praticadas en perros comprobé 
también las observaciones del médico 
Canadiense. 

Contemporaneamente Dragstedt de Chi- 
cago acepta que el reflujo biliar por los 
conductos pancreaticos es una explicaci6n 
de los padecimientos agudos del pancreas 
pués la infeccién y latoxicidad son fac- 
tores que por si solos son capaces de pro- 
ducir el padecimiento en. cuesti6n. 

Por ultimo, un serio Clinico de Chicago, 
Philip Thorek, en su libro Diagndéstico 
Quirirgico (1956) toma muy en cuenta 
como factores etiol6gicos de la pancreati- 
tis aguda cinco faces que reune con la ini- 
ciacién en Inglés, de la letra ““B’”’ que son 
Bacteria, Blood, Bile, Body Juice and 
Booze que corresponderia a la infeccion, al 
reflujo biliar, a la irritacién quimica por 
perforaci6n visceral y al factor t6xico. 

Pero de todos estos aspectos etiolégicos 
a cual mas cierto, no se desprende la exis- 
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tencia de antecedentes o factores propios 
qu se presenten en la mujer puerperal; de 
aqui el interés de sta comunicaci6n. 

Volviendo al caso, la paciente fué vista 
al siguiente dia en el Servicio, quejandose 
de un dolor epigastrico intensisimo con 
propagaciones hacia el lado izquierdo y 
con una tumoraciOn mas hacia el meso 
gastrio propagandose a las 48 horas hacia 
el hipocondrio izquierdo. 

Practicados los andlisis de rigor encon- 
tramos Leucocitosis marcada de 13,200 a 
las 24 horas de ingresada y el cuadro de 
vientre alto que indicaba un ataque peri- 
toneal franco con defensa, dolor intenso, 
Blumberg positivo y puntos pancreaticos 
coledocianos positivos, asi como también 
claras todas las maniobras de exploraci6n 
en estos casos. 

Como pensaramos en un ataque de pro- 
ceso pancreatico ordenamos la dosificacién 
de Amilasa y Calcio sanguineos encon- 
trando 12.8 mg. de Calcio en sangre por 
100 ce. y la dosificacién de amilasa no did 
cifras muy altas consecuentement a que 
no fué obtenida durante las primeras 48 
horas. 

Pero como la enferma por una parte 
tuviera lo que en al Servicio llamamos el 
Donavodefile 0 sea un cuadro agudo con 
dolor, nausea, vomitos, fiebre defensa y 
leucocitosis, decidimos practicar una lapa- 
ratomia de urgencia, justicado por otra 
parte debido a que padecia ademas de 
Para Onfalocele que requeria de cualquier 
modo una intervencion quirurgica. 

El dia 27 de Noviembre de 1956 se le 
practicé laparatomia media supra umbili- 
cal encontrandose grandes manchas estea- 
tonecrosicas en el epilon aumento y edema 
del pancreas que explicaba la tumoracién 
palpable y gran edema del meso colon de- 
scendente que explicaba la tumoracién del 
flanco y fosa iliaca izquierda. 

Se hace plastia del paraonfalocele y se 
cierra la cavidad dejando una canalizaci6n 
hasta la porcién terminal del pancreas; la 
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enferma sale dada de alta a los quince 
dias por curacion. 


COMENTARIOS 


En la terapeutica de ia pancreatitis los 
cirujanos de las distintas épocas han su- 
frido la influencia de dos tendencias, de 
dos décadas para atras la intervencién de 
urgencia era el tratamiento obligado y al 
pronostico decian: cuando el diagnéstico 
de la pancreatitis es indudable, la muert2 
es la terminacion habitual de la casi totali- 
dad de los casos tratados Medicamente. 
Ahora podemos declarar que esta asevera- 
cién es absolutamente falsa. Korte refirio 
en el III Congreso Internacional de Ciru- 
gia que de sus 34 operados sélo 18 fueron 
diagnosticados correctamente antes de la 
operacién aunque no tomaba bando toda- 
via sobre la preferencia terapeutica. 

Hoy la mayoria estan de acuerdo y asi 
Lewis Monihan, Maingot, Bockus, Drag- 
stedt, Wangensteen, Clagett, Thorek, etc.; 
someten a observacion a estos enfermos 
antes de proceder quirutrgicamente y si el 
caso lo requiere, como es natural, entonces 
proceden a la intervencion. 

En nuestra enferma, sorprende que en 
un periddo de puerperio apareciese el cua- 
dro de pancreatitis que no ha sido frecu- 
ente su referencia en toda la literatura que 
habla de estos casos. 

También sorprende que sea en una 
mujer tan joven, de 19 anos, ya que las 
estadisticas refieren un periédo de apari- 
cidn en pacientes de mayor edad. 

Claro que el cuadro de colangeitis no 
litiasica que provocd hepertensién del 
Wirsung explica facilmente la etiopato- 
genia del cuadro pancreatico, pues dentro 
de las ideas etiologicos ello encaja muy 
bién. 

Por ultimo sorprende la magnifica evo- 
lucién tanto de la pancreatitis como de las 
consecuencias de la misma pues en un 
periodo corto la enferma volvi6 a la nor- 
malidad y tan sélo con una ligera canali- 
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zacion que bastO para conseguir su 
curacion. 

Otro aspecto que interesa es el referente 
a la tasa del calcio sanguineo, pués Ricar- 
do Cattel refiere en sus comunicaciones 
una hipocalcemia evidente como se observa 
en el caso que presento, pues el Calcio 
sanguineo baja evidentemente por el mal 
funcionamiento pancréatico, que favorece 
la necrosis de los tejidos y es tan impor- 
tante que cuando la cifra baja de 7 migrs. 
por cien el pronostico es fatal, en nuestra 
enferma se conserv6 dentro de cifras nor- 
males a pesar de estar en periodo de lac- 
tancia donde el gasto calcio es muy fuerte. 

Vale la pena hacer algunas considera- 
ciones sobre la Terapeutica, ya que los 
pancreaticos agudos ofrecen particulari- 
dades muy especiales en su tratamiento. 

Es necesario mitigar el dolor, como pri- 
mer paso, tanto porque este de muy in- 
tenso cuanto que es la primera obligacién 
médica. 

En ocasiones ni las drogas heroicas ayu- 
dan y aqui la Clinica de Boston aboga por 
una conducta que es la infiltracion epi- 
dural. 

Es necesario el equilibrio electrolitico 
abasteciendo de diversos sueros en canti- 
dad suficiente. 

Es indispensable el uso de los antibioti- 
cos, obviamente evitando la infeccién. 

Urge equilibrar el calco sanguineo 
cuando aparece la hipocaleemia concomi- 
tante. 

Y por ultimo es conveniente cuando la 
indicaciones lo precisen, practicar la in- 
tervencién quirtrgica con las modalidades 
propias del caso: 

Canalizando debidamente la cavidad. 

Canalizando debidamente el pancreas. 

Y canalizando debidamente las vias 
biliares, pues provocando la fluides de los 
liquidos por los canales cesa el edema, 
canaliza el Wirsung y la pancreatitis desa- 
parece, huyendo todo el cuadro grave 
desde el dolor hasta la defensa abdominal 
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por ende contamos con la recuperaci6n 
rapida del enfermo. 


SINTESIS 


Se presenta un caso de pancreatitis 
aguda en una mujer en periodo puerperal. 
Se hacen consideraciones sobre lo in- 
teresante en la edad de la enferma y de 
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las condiciones evolutivas del padecimien- 
to en ella. 

Se expone la curioso de la pancreatitis 
aguda evolucionando con una calcemia 
normal. 

Por ultimo se hacen consideraciones so- 
bre los mas recientes conceptos de etiolo- 
gia, diagnostico, prondstico y terapéutica 
de la pancreatitis aguda. 





The preservatives against witchcraft were as absurd as the fear it inspired: some 
hair, parings of nails, or any part of a person bewitched, were put into a stone 
bottle, with crooked nails, then corked close, and hung up the chimney; this 
expedient occasioned most horrible tortures to the witch, until the bottle was 
uncorked. Witches, moreover, cannot pursue their victims beyond the middle of 
a running stream, provided the fugitives had been baptized. I have now a 
patient under my care who fancies himself bewitched, and asserts that the only 
way to guard against the evil is by driving a nail in the impress left by a witch’s 
foot on the threshold, when she will discontinue her visits. 

By an act of George II. these offences were considered as misdemeanors, and 
punished with a year’s imprisonment, and standing four times in the pillory. 
There is no doubt that, notwithstanding the absurdity of such delusions and 
impostures, legislators must endeavour to secure the ignorant against these impo- 
sitions, which are frequently of a perilous nature, and have been often known to 
occasion serious accidents, and even death. Many of the substances thus admin- 
istered are of a most dangerous description, and these enchantments are not 
unfrequently resorted to with sinister intentions. It is related of the Asiatic 
women, that, under the pretext of giving these philters, they sometimes prepare a 
beverage from the seeds of the Datura Metel, which produces a lethargic stupefaction 
of a convenient nature. The mischief that has frequently arisen from the exhibition 
of the Lytta vesicatoria has been observed and recorded by every medical practi- 
tioner. The Diablotini, a kind of incentive sugar-plums of the Italians, have been 
known to occasion the most serious accidents: and the celebrated French actor 
Molé lost his life in one of these experiments. Yet penal enactments, in such 
cases, must be resorted to with much circumspection; for prohibition too frequently 
promotes the evils which it is designed to check. It is with some degree of regret 
that we find our learned Blackstone avow his belief in these matters, and we 
borrow his own words on the subject: “ ... The thing itself is a truth to which 
every nation in the world hath in its turn borne testimony, either by examples 
seemingly well attested, or by prohibitory laws which at least suppose the possibility 
of a commerce with evil spirits.” 

—NMillingen (circa 1837) 











Editorial 





Nikolai Ivanovich Pirogov 


A Tribute on the Sesquicentennial of his Birth 


S. E. HADDA, M.D., F.I.C.S. 


JAMAICA, NEW YORK 


N JUNE 4, 1881, the Petersburger 
Medizinische Wochenschrift (a 
Russian medical weekly in the Ger- 

man language) published on its front 
page an article, which began with the 
following sentences: “Today Russian 
medicine prepares to honor Pirogov, the 
famous master, whom not only his country 
regards with pride, but whose achieve- 
ments in the field of science belong to all 
mankind. His work has considerably ad- 
vanced our knowledge of the human body. 
To him we owe the use of the plaster of 
paris bandage; ... to him war surgery 
is indebted for its most important prin- 
ciples.” These words expressed in a nut- 
shell the great importance of a scientist 
who throughout his life worked with all 
his extraordinary personality to raise the 
level of medicine as well as of science in 
general, both of which were in an almost 
medieval state in Russia at the beginning 
of the nineteenth century. Who was this 
man, whose name the surgeons of today 
may remember, if at all, as that of the 
originator of the osteoplastic amputation 
of the foot, an operation that bears his 
name? 

Nicolai Ivanowich Pirogov, whose 150th 
birthday anniversary was on Nov. 13, 
1960, was the son of a Russian military 
official. He was brought up in Moscow, 
his birthplace. After receiving his private 
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education at home, he went to a private 
grammar school. His father’s economic 
ruin forced him to leave school at the age 
of not quite 14 years. On the advice of a 
famous professor of medicine in Moscow, 
he enrolled in the medical school of the 
university in his home town. In his diary 
(Tagebuch eines alten Arztes), he gives 
us a vivid picture of his three years at 
the university. We learn how difficult life 
was for the young student, who, from the 
present point of view, was a mere child. 
The university was located in a district of 
Moscow that was far from his home. At 
first, the boy was able to cover the great 
distance in a hired horse-drawn cab called 
a droschki, but after his father’s sudden 
death during his first year at the univer- 
sity, things became so bad that often he 
had to walk. In summer this was bear- 
able, but in winter, when the unpaved 
streets of the big city were either frozen 
or, after thawing, resembled an endless 
swamp, it often took him hours to get 
home late in the evening. Part of the time, 
between or after lectures, he stayed with 
other students in the common dormitory. 
There they discussed the lectures they had 
just attended, and often the young boy 
listened to conversations of students much 
older than himself which were a valuable 
contribution to his education. His diary, 
written during the last two years of his 
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life, depicts colorfully his experiences of 
these times. Pirogov records the names 
of these students and portrays their typi- 
cal features so clearly that we fancy we 
behold them before us. 

Medical education at Moscow Univer- 
sity was at a low scientific level we can- 
not imagine today. This is best illustrated 
by Pirogov’s remark that the professor 
of internal medicine taught his students 
that in case of typhus, when medicinal 
herbs were ineffective, “the patient should 
be advised to make a pilgrimage to the 
Ikon of the Holy Mother of Iversk.” Not 
only internal medicine, but all the other 
disciplines were taught from books that 
the professor read to the students. Physi- 
ology, pathology, chemistry and physics 
were presented on a purely theoretical 
basis without any demonstrations; the 
professor simply read his lectures from an 
old textbook. Once, when the professor of 
therapeutics did not pay sufficient atten- 
tion to his outdated textbook, he recited a 
completely senseless text. The students had 
to discover the correct meaning afterward 
by looking up the topic in their own 
modern books. Real demonstrations and 
precise instruction were given only by 
Loder, the anatomist, but even so, prac- 
tical exercises on the cadaver were not 
obligatory. During all his student years 
in Moscow, Pirogov did not dissect one 
corpse and did not prepare one muscle. 
He had to be content with what he had 
learned from books and lectures that were 
conducted on an entirely theoretical basis. 
Of scient'fic surgery he did not have any 
idea. He had seen a few lithotomies and, 
once, a low leg amputation. When he had 
reached the end of his studies he re- 
marked: “And so I finished my studies 
without having performed one single op- 
eration (bloodletting and extraction of 
teeth included), on either the living or 
dead body, and even without having seen 
a single operation on the cadaver.” 
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With an insufficient medical training 
of the kind described, Pirogov graduated 
from Moscow University in 1827 at the 
age of seventeen. He was a physician now; 
however, as he himself writes, he had the 
diploma of a doctor, but had never seen 
a typhus patient, or held a lancet in his 
hand. Professor Muchin, who had been his 
protector throughout his student years, 
advised him to apply for admission to the 
newly opened Institute that trained young 
doctors for a teaching career. The Insti- 
tute, founded upon the suggestion of 
Parrot, a famous physics professor from 
Dorpat, was part of this university, which 
had a particularly high reputation among 
Russia’s schools for professional educa- 
tion. The professorial staff consisted 
mostly of Germans. German was the 
language in which lectures were given, 
and it was the language of a greater part 
of the population of Estonia and Dorpat, 
the Estonian capital. The university kept 
its German character until the end of 
the nineteenth century, and there was a 
steady exchange of scientists between it 
and Germany. Many of Germany’s great 
medical teachers, such as the famous sur- 
geon, Ernst v. Bergmann, and the great 
internist, Bernhard Naunyn, began their 
careers there. 

Young Pirogov applied first for train- 
ing in physiology, but his protector, 
Muchin, refused to support his applica- 
tion. In a humorous way, Pirogov tells in 
his diary why he wanted to become a 
professor of physiology: “because I had a 
quite superficial knowledge of the lym- 
phatic system, the kidneys, the liver and 
the gallbladder, and because about the 
spleen and the pancreas not only I my- 
self, but, on the whole, nobody knew any- 
thing.” After his application for training 
in physiology was declined, he chose sur- 
gery because of his great interest in 
anatomy. 

His knowledge of himself and his self- 








JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


criticism were particularly remarkable 
traits of Pirogov’s character, and through- 
out his life they never failed him. “What, 
then, did I take along with me to Dorpat?” 
he asks himself in his diary. He candidly 
admits that he had only a small amount 
of medical knowledge. Whatever he knew 
he had learned from books; he knew 
nothing from his own observation or ex- 
perience. During all the time he studied 
at the university, he had not read a single 
textbook or scientific work completely, 
because he could not understand them 
owing to lack of proper guidance. Another 
shortcoming of Pirogov’s was that he did 
not master the German language. He was 
able with difficulty to read a few lines of 
German without making mistakes; but, 
having an innate gift for languages, he 
soon acquired complete mastery of the 
language. I should like to mention before- 
hand that a great many of his scientific 
works were written in German, of which 
the most important were later translated 
into Russian. His German prose rose to 
almost poetic heights at times, as in the 
preface to one of his greatest works, War 
Surgery, in which he paints a picture of 
desolate conditions in the Crimea, a 
description that rivals certain scenes in 
Tolstoi’s War and Peace. 

In Dorpat, the professor of surgery was 
Moyer, a Dutchman, who not only at- 
tracted the young student, but was at- 
tracted by Pirogov himself. Moyer soon 
found out that this student had exceptional 
qualities. Above all, he liked the zeal with 
which Pirogov applied himself to the exact 
study of anatomy. Before long, Moyer 
joined his pupil in these studies and re- 
linquished part of his operative duties to 
the younger man. For five years Pirogov 
remained in Dorpat as an alumnus of the 
Professorial Institution. During that time 
he wrote a small work, for which he was 
awarded a medal by the university. His 
first important publication was his thesis 
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for the doctorate. Its subject was ligature 
of the abdominal aorta, an operation that 
had been performed only once before by 
the famous English surgeon, Astley 
Cooper. The patient had died. Pirogov 
carried out experiments with dogs, calves 
and lambs, and found that anastomoses 
maintained the circulation in the lower 
extremities. The rules of the Professorial 
Institution fixed the duration of training 
in Dorpat at three years; the next two 
years were to be spent at scientific insti- 
tutions in foreign countries. Of course, 
the Russian Government paid every alum- 
nus a sufficient allowance all the time. 
Pirogov and his colleagues had to stay in 
Dorpat for five years owing to the political 
conditions in Poland. In 1833, Pirogov 
left Dorpat for Germany. He not only had 
developed surgical skill and experience, as 
Moyer had given the burden of his clinical 
work to his young protégé, but had grown 
into an accomplished scientist. His doc- 
toral thesis concerning ligation of the ab- 
dominal aorta was ample proof of his 
progress. This thesis was not one of the 
usual immature compositions written sim- 
ply to comply with some antiquated rule 
and falling into oblivion the moment it 
had fulfilled its purpose. Pirogov’s thesis 
was a mature and thorough treatise con- 
sisting of 50 handwritten pages contain- 
ing exact descriptions of his experiments, 
which were supported by illustrations he 
had drawn himself. His diploma as a Doc- 
tor of Medicine, dated Nov. 30, 1832, bears 
the inscription: ‘Num vinctura aortae ab- 
dominalis in aneurysmate inguinali ad- 
hibita facile sit ac tutum remedium (Now 
ligation of abdominal aorta for inguinal 
aneurysma will be an easy and safe treat- 
ment.)” 

When, after his arrival in Berlin, 
Pirogov showed his thesis to Professor 
Opitz, that medical scientist, impressed by 
the young Russian’s fundamental ana- 
tomic discoveries, had the thesis translated 





—_— 


rT ar FS eS SS OS eS UO 








VOL. 36, NO. 1 


from the original Latin into German and 
published in Graefe and Walther’s ‘“Jour- 
nal der Chirurgie und Augenheilkunde” 
(Journal of Surgery and Ophthalmology). 

At that time, Berlin was the center of 
medical science. At its university, men of 
great reputation throughout Europe, such 
as Johannes Mueller, the physiologist, the 
surgeons Dieffenbach, Rust and Carl 
Ferdinand von Graefe, as well as the anat- 
omist Schlemm, were the acknowledged 
leaders of the medical faculty. Though the 
real purpose of Pirogov’s stay in Berlin 
was to see the internationally famous sur- 
geons at work there, he soon turned his 
attention to practical anatomy. Rust and 
von Graefe disappointed the young sur- 
geon and even Dieffenbach, whose accom- 
plishments have been held in highest 
esteem by German surgeons up to this 
day, invited Pirogov’s severe criticism, 
despite his unique skill in plastic surgery. 
“Dieffenbach’s inventive genius in this 
surgical specialty was unlimited. Every 
one of his plastic operations was con- 
spicuous because of some new or impro- 
vised feature. Yet he had acquired this 
unusual technical skill in spite of very 
restricted scientific knowledge and com- 
plete ignorance of physiology and anat- 
omy.” Dieffenbach was nevertheless the 
only one of Berlin’s surgical notables who 
impressed Pirogov at all, as can be in- 
ferred from the statement just quoted. 
Graefe had the famous anatomist, 
Schlemm, assist him at every major opera- 
tion. Rust was so devoid of knowledge 
of anatomy that he once, while performing 
Chopart’s operation, naively said: “I have 
forgotten the names of these two tarsal 
bones; one is convex like a fist, the other 
is bent towards its center.” It is not sur- 
prising that a surgeon who, from his 
student days, had considered familiarity 
with anatomy and physiology the founda- 
tion of medical knowledge, after his re- 
turn from Berlin to Dorpat summarized 
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his opinion of German medical science as 
follows: “Who of my compatriots would 
believe me if I report that in a country 
of as high a cultural and educational stan- 
dard as Germany, there are to be found 
professors who declare ex cathedra that 
anatomical knowledge is superfluous for 
surgery.” (Preface to “Surgical Anatomy 
of Arteries and Fascias,” 1838.) The only 
German surgeon of whom Pirogov spoke 
with enthusiasm was Conrad Langenbeck 
of Goettingen, the uncle of Bernhard v. 
Langenback, who later became Surgeon 
General of the Prussian army. Conrad 
Langenbeck must have been a man of ex- 
traordinary qualities, both as surgeon and 
as anatomist. Pirogov called him “the 
giant among the German surgeons.” 

Pirogov thought even less of internal 
medicine as practiced in Berlin. Like sur- 
gery, “medicine was completely isolated 
from its main foundations, anatomy and 
physiology. The professors never did any 
autopsies, nor did they care to be present 
at them ... Auscultation and percussion 
were employed as a mere decorum.” 

Thus, the greatest benefit Pirogov de- 
rived from his studies in Berlin was the 
knowledge he acquired at the anatomic 
institute. There he met not only Schlemm, 
whom he held in high esteem, but a re- 
markable woman anatomist, Mrs. Vogel- 
sang. She was trained as a midwife, but 
abandoned her profession to study anat- 
omy. With her birdlike face she must 
have been anything but a beauty, but she 
replaced the womanly attractiveness with- 
held from her by nature with energy, skill 
and a sense of business. By the time 
Pirogov met her, she was an accomplished 
anatomist, technically as well as scienti- 
fically. She provided Pirogov with more 
than 100 cadavers for use in his studies. 
His main purpose was to practice opera- 
tions and make up for what he had missed 
during his student years. It was difficult 
for Pirogov to pay the price of these ex- 
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periments, for Mrs. Vogelsang had a rigid 
price schedule for the bodies she delivered 
to her customers: one thaler for a whole 
cadaver and one half of this amount for 
ligation of an artery or exarticulation of 
extremities. So it sometimes happened 
that Pirogov’s means were exhausted be- 
fore his monthly allowance arrived from 
Russia. 

When Pirogov returned to Dorpat in 
1835, he was appointed professor of sur- 
gery. One year later Moyer retired, and 
his pupil was promoted to the position of 
full professor of theoretical, operative and 
clinical surgery. Indeed, this was a task 
that only a man as young and idealistic 
as Pirogov could perform. His daily 
schedule, as described by him in his diary, 
consisted of at least two and one-half to 
three hours in the clinic and outpatient 
department, one hour of giving theoretical 
lectures on surgery, one hour of operating 
on the cadaver with his students and one 
hour in the Ophthalmology Clinic. But he 
usually needed two more hours for his 
educational work alone. He needed another 
eight hours for preparation of his lectures, 
for animal experiments and anatomic re- 
search and for his small private surgical 
practice. Pirogov remained in Dorpat for 
five years. These years were particularly 
significant in his scientific development. 
“My studies,” he said, “grew deeper with 
every year; I occupied myself especially 
with the fasciae and their relations to the 
great arteries and the organs of the pelvis.” 
This was a completely new topic for that 
time. Anatomists had paid no attention 
to these structures; only in the French 
or English literature were descriptions of 
some of them to be found. The result of 
Pirogov’s research was a basic work about 
the fasciae and great arteries which, pub- 
lished in Latin and German, immediately 
placed him in the first rank of contempo- 
rary medical scientists. One must see the 
50 large pages of illustrations that illumi- 
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nate the detailed text, to understand the 
amount of toil the author must have put 
into his work. Not only does it contain 
what its title proclaims, it is a complete 
anatomic atlas showing even the finest 
branches of the great arteries and veins, 
the accompanying nerves with their 
branches, and the muscles. When, in 1860, 
Szymanowski published a new edition, in 
smaller size, of the original of 1838, he 
said in his preface: “The illustrations 
which show the natural conditions in un- 
surpassable faithfulness, cannot grow ob- 
solete.” No wonder Pirogov was received 
with expressions of highest esteem by 
Velpeau, the eminent French surgeon, 
when he visited him in 1838. The great 
atlas of fasciae and arteries was not the 
only scientific publication Pirogov pro- 
duced during his five years in Dorpat. To 
it were added two volumes of ‘“Klinische 
Annalen,” a monograph concerning the 
division of the achilles tendon and five 
doctoral theses based on experiments with 
living animals. These experiments were 
either executed by Pirogov himself or per- 
formed under his supervision. 

In 1840 he left Dorpat, where the stu- 
dents had at first laughed at his poor 
German and later admired him as one of 
their most respected and revered teachers. 
Immediately after his return from Ger- 
many, he was chosen Professor of Sur- 
gery at Moscow University. Before he 
could get the official appointment, he had 
to see the Minister of Education in Mos- 
cow. Unfortunately, he fell severely ill 
while on his way from Dorpat to Moscow. 
As he did not recover for several months, 
the position was given to another surgeon. 
When, after his recovery, he was ap- 
pointed professor at Petersburg Medico- 
Surgical Academy, his reputation as a 
first-class surgeon and scientist was al- 
ready so great that he dared to lay down 
his own conditions for the acceptance of 
the position. Aware of the lack of practical 
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training in surgery available to young 
doctors, he wanted his professorial chair 
to be connected with a clinic for hospital 
surgery. After ten months of negotiation, 
he was appointed independent director of 
the surgical department of the Army Hos- 
pital in Petersburg and Professor of Hos- 
pital Surgery and Anatomy at the Medico- 
Surgical Academy. In his diary, Pirogov 
reports how heavy a burden he had to 
carry. The hospital was partly housed in 
a brick building, where patients were ac- 
commodated in large rooms having 60 to 
100 beds. Here as well as in the other 
part of the hospital, which consisted of 
wooden houses having 70 beds each, there 
was almost no ventilation ; the large rooms 
were overcrowded with patients suffering 
from hospital gangrene, erysipelas and 
sepsis. The pieces of cloth used for com- 
presses were taken from one patient’s 
wound and placed on another’s without 
being washed. One particularly bad fea- 
ture of this surgical institution was the 
fact that it did not have a single decent 
operating room. 

Pirogov was troubled not only by deso- 
late conditions of the hospital, but by the 
obvious corruption he found throughout 
the personnel, existing not only on the 
lower level, but including even the highest 
officials. He tried with all his energy to 
stamp out this moral scourge and not only 
incurred the enmity of his subordinates 
but exposed himself to all kinds of detrac- 
tions by his colleagues. The medical ad- 
ministrator of the hospital even claimed 
that Pirogov was insane. He ordered Piro- 
gov’s assistant to spy on his own chief, 
but the young doctor, who respected his 
chief highly, did not do so. The adminis- 
trator gave as his reason for suspicion the 
fact that an abnormally high amount of 
iodine tincture was being used in the treat- 
ment of erysipelas. He could not know 
that Pirogov had anticipated a treatment 
which more than half a century later 
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would be in general use until the sulfona- 
mides became the most effective remedy 
for streptococcic infections. Though the 
administrator later apologized to the pro- 
fessor, Pirogov’s life was not to be an easy 
one for a very long time to come. The 
jealousy of his colleagues and his own 
fanatical ardor in exposing wrongdoing 
and standing up for truth made things 
difficult for him throughout his official 
career. 

Amazing energy and great love for his 
work were required for Pirogov to master 
the enormous task he had taken on. He 
made the rounds every day, and did 20 
autopsies daily in an old bathroom. Ra- 
zumowski described Pirogov’s schedule 
during the first years at the Academy as 
follows: “While he directs a large hos- 
pital, he brings an Anatomical Institute 
into being and becomes its chief. At the 
same time he lectures on topographical 
anatomy and pathology and is consultant 
at several hospitals.” 

But surgical activities were only a part 
of his aim when he took over his position 
at the Petersburg Academy. Convinced 
of the importance of demonstrations dur- 
ing lectures in anatomy and pathology, 
he, as the first professor in Russia, per- 
formed autopsies for his students and 
established regular training in pathology. 
During his tenure of the surgical chair in 
Petersburg he performed 11,000 autopsies, 
among them 800 on victims of an epidemic 
outbreak of cholera. In 1846, he won the 
famous Prague anatomist Wenzel Gruber 
for the directorship of the anatomical in- 
stitute, which he had organized in its en- 
tirety. Thus, with his eye on larger goals 
he left the institute—of his own accord 
and without boasting of the priority of his 
idea—to the man he considered most 
suited to succeed him. “Having forged the 
chain,” as Razumowsky said, “which, for 
all time, connected anatomy with surgery 
and medicine, was his reward.” 
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As early as 1841, he began a work, 
which was, and still is, of fundamental 
value in the study of the topographical 
anatomy of the human body. Taking ad- 
vantage of the severe cold of winter in 
Northern Russia, he made frozen sections 
of the human body, using the saw for the 
general sections, but often resorting to 
hammer and chisel in order to get a plas- 
tic picture of certain internal organs. For 
want of time during the day, he worked 
till late at night. Ebermann, his contem- 
porary, reported in his necrologue, ‘‘Piro- 
gov worked with inconceivable indefati- 
gable energy. Often, passing by the old 
wooden hut which housed Pirogov’s work- 
room late at night, I saw his snow-covered 
sleigh standing in front of the entrance. 
. . . Since he was afraid that his frozen 
sections could be spoiled, he cared neither 
for his health nor time.” The result of his 
efforts was the Anatomia topographica 
sectionis per corpus humanum congelatum 
triplice directione ductis illustrata, con- 
sisting of four volumes with 224 illustra- 
tions, published 1852-1859. 

In 1847, Pirogov published his ‘“Re- 
cherches pratiques et physiologiques de 
l’éthérization (Practical and physiological 
research about ether anesthesia).” This 
work is another proof of the perceptive 
faculty and the assiduity he showed when- 
ever he applied himself to scientific re- 
search. Is it not astonishing that, scarcely 
half a year after Warren in Boston had 
performed the first operation in which 
ether was used as an anesthetic, Pirogov 
was able to report 50 operations, 40 ex- 
periments on healthy persons, among them 
himself, and 45 experiments on animals, 
all performed with ether as the anesthetic. 
In the majority of the experiments, the 
ether was administered through the lungs, 
in the others, through the rectum. Piro- 
gov had used ether vapors to avoid irrita- 
tion of the rectal mucosa. Furthermore, 
when he had applied this method to pa- 
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tients, he had observed that the same deep 
narcotic effect was obtained as with in- 
halation. 

This book is remarkable in many ways. 
In addition to the practical aspects of 
etherization, exact case reports for each 
patient on whom anesthesia was used and 
painstaking observations of the patients 
made both during and after the narcosis, 
it contains special neurophysiologic obser- 
vations. In his animal experiments, Piro- 
gov laid open the central nervous system 
step by step in order to find out, by gal- 
vanic irritation, in what section of the 
nervous system the action of the ether 
took place. He summarized the results of 
these investigations as follows: “With the 
ordinary way of etherization (by the lungs 
or by the rectum), sensitivity does not 
disappear before the action of the brain 
is more or less suppressed. The motor 
power as well as the reflex movements 
disappear later . . . but the nerve fibre 
(though deprived of its sensitive and mo- 
tor power) continues to be sensitive to 
galvanic irritation.” 

Encouraging experiences with ether in- 
fluenced Pirogov’s operative indications in 
cases of incurable disease; he no longer 
felt any hesitation in performing opera- 
tions that served no purpose but to pro- 
long the life of the patient or to alleviate 
the patient’s pain. “Ces scrupules n’exist- 
ent donc plus dés le moment ou un reméde 
supprime les douleurs de l’opération.” 

Soon Pirogov had the opportunity to 
administer ether on a larger scale. In 
1847, he took part in the war in the Cau- 
casus. During the siege of Salty, he per- 
formed several hundred operations in 
action with the patients under ether nar- 
cosis. This was the first time in military 
history that wounded soldiers were spared 
the excruciating pain and horror of under- 
going operations while fully conscious. 
When ether was replaced by chloroform, 
Pirogov also abandoned the former. Dur- 
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ing the Crimean war he consistently used 
chloroform. In his famous standard work 
on war surgery he emphasized that, ac- 
cording to his operative records in the 
Crimea, the number of major operations 
performed with chloroform amounted to 
ten thousand within twelve months, with- 
out a single death occurring as a result of 
the use of chloroform. 

No doubt the use of general anesthesia 
on the battlefield was a turning point in 
war surgery, which, in the long run, 
changed the pattern of military medicine. 
Pirogov’s experiences in the Crimean war 
eight years later, and the elementary rules 
of military surgery he derived from them, 
enhanced his accomplishments as a war 
surgeon. His famous standard work, 
Principles of War Surgery (Grundlagen 
der Kriegschirurgie), published in the 
German language in 1864 and later trans- 
lated into Russian, has held its place since, 
though scientific and technical progress 
have given medicine and surgery a far dif- 
ferent aspect today. It is not the aim to 
give here a detailed account of this ex- 
traordinary work. The abundance of his 
practical experience, as well as the au- 
thor’s acumen and his gift of observation, 
the variety of his ideas and the almost 
prophetic foresight he displays in this 
book, render it fascinating even to readers 
of our time. Here I want to quote only 
the most important conclusions, which 
until then were unheard of. 

“War is a traumatic epidemic. The first 
place in treatment of patients at war is 
not assigned to medicine, not to surgery, 
but to an efficient administration. Battle 
casualties are to be evacuated, distributed 
and isolated as quickly as possible. Seri- 
ously injured patients should not be accu- 
mulated and retained in hospitals located 
near the theater of operations. They 
should be removed to far distant locations 
immediately. I have therefore made it my 
duty never to proceed to operations or 


125 


EDITORIAL 


other time-consuming actions during bat- 
tle. As far as possible I sorted and classi- 
fied the suffering soldiers according to the 
degree and the importance of their in- 
juries.” 

In agreement with these rules, Pirogov 
classified the injured in four categories: 
(1) the hopeless who were relegated to 
the priest and the nurses, (2) those who 
urgently required operations, (3) those 
whose operations could be postponed for 
one or two days; they were evacuated to 
a nearby hospital, and (4) the slightly 
wounded who were able to walk, who were 
sent to the nearest hospital to have their 
wounds dressed and were then returned 
to their units. 

His rules governing the functions of the 
war surgeon restricted his activities to 
proper inspection and sorting of the pa- 
tients, elimination of danger threatening 
life (hemostasis), preparation of the pa- 
tients for safe and convenient transfer, 
ie., careful and suitable application of 
protective and immobilizing dressings 
(plaster cast). “I am convinced,” he said, 
“that in this way many unnecessary oper- 
ations performed hurriedly and without 
attention to accuracy will be avoided, and 
many lives as well as many injured limbs 
could be preserved.” 

All of these principles were observed 
during World War II, though of course 
they had been adapted to the present ad- 
vanced level of surgical practice. The fol- 
lowing statements from Chief Surgeon 
ETO Paul R. Hawley’s article in Morris 
Fishbein’s Doctors at War (E. P. Dutton 
and Co., N. Y., 1945) show the amazing 
similarity of his and Pirogov’s demands: 
“The great responsibility of the Medical 
Service in a theater of operations is to 
provide for the care and evacuation of 
the sick and wounded (p. 196) ... In the 
clearing station as well as in the instal- 
lations farther forward, the prime objec- 
tives of treatment are to save life or limb 
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and to prepare the patient for further 
evacuation.” 

Certainly it was Pirogov who originated 
the idea of practicing systematic sorting 
and evacuation of battle casualties (Kran- 
kenzerstreuung). This was not, however, 
his only achievement in war surgery. Of 
equal importance was his breach with the 
surgical indications and treatment estab- 
lished at that time. Amputation was gen- 
erally accepted as the only treatment for 
seriously injured limbs. War surgery had 
not advanced since the days of Larrey, 
the chief surgeon of Napoleon’s Grande 
Armée, who had performed 200 amputa- 
tions within twenty-four hours at Boro- 
dino in 1812 (Fielding Garrison, p. 488). 
Amputation was performed to prevent 
infection of the wound. It was this con- 
cept that Pirogov’s observations, made 
during two wars and in caring for a large 
hospital practice, had disproved. After 
the war in the Caucasus, he spoke reso- 
lutely against the practice of performing 
amputations at random. His principles 
concerning the examination of gunshot 
wounds were also revolutionary. Nothing 
was more important at that time than the 
probing of wounds for bullets; often this 
was done by doctors who had not troubled 
to wash their hands. The projectile or 
bone fragments were then extracted. Piro- 
gov constantly warned the doctors under 
his command to avoid contamination of 
the wound. Of course, he observed this 
principle in his private practice. When 
called in consultation to Garibaldi, who 
had had his ankle joint smashed by a gun- 
shot wound, he objected to removal of the 
bullet or the use of any other operative 
procedure. His opinion was confirmed 
when the wound expelled the missile spon- 
taneously and afterward healed. 

Another innovation that exerted a de- 
cisive influence on surgery during both 
war and peacetime, was the introduction 
of the plaster of paris cast. In 1854, Piro- 
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gov published a volume containing three 
monographs; in the second of them, the 
technic for application of casts to all kinds 
of fractures is elaborately described. This 
publication was the result of many years 
of experience with this special appliance. 
Pirogov admitted without reserve that the 
Dutch physician Mathijsen had recom- 
mended the use of a type of cast before. 
This method, however, had not proved sat- 
isfactory in war practice. It corresponded 
in some way to the technic generally em- 
ployed in Europe until the First World 
War, in which powdered gypsum was 
rubbed into gauze bandages that were 
then stored in large tin boxes. Anyone 
who had applied plaster casts during those 
years would realize how right Pirogov was 
when he rejected this technic. The prin- 
ciple of his new type of cast was contrary 
to the one Mathijsen had recommended. 
Instead of immersing the dry bandages in 
water, losing thereby a great amount of 
the rubbed-in gypsum, he immersed dry 
fabrics in a gypsum paste. He had ob- 
served, while in a sculptor’s studio, that 
“gypsum paste spread on linen becomes 
stiff, retaining every bend or fold given 
to it.” Pirogov combined plast>r splints 
with circular tiers for closed fractures; 
for complicated fractures he applied fen- 
estrated casts or wooden splints, which he 
fixed with layers of his plaster bandages. 
Thus, he anticipated the modern method 
of combining layers of ready-made plaster 
splints and circular plaster bandages 
which, by means of a certain fixative, re- 
tain gypsum firmly even when they are 
dry. 

Contrary to the prevailing opinion of 
his time, he believed that absolute immo- 
bilization of the patient and well-fitting 
protective dressing of the wound were the 
basic essentials in a conservative method 
for the treatment of gunshot wounds. He 
repeatedly emphasized the value of con- 
servative treatment of wounds, speaking 
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of it for the last time in his report on his 
visits to the German war hospitals in 
1870. “By amputation on the battlefield, 
fewer wounded soldiers are saved than 
through conservative treatment.” In his 
report concerning the Russo-Turkish War 
in 1877 and 1878, he stated with pride 
that in this war there were three times 
as many applications of casts as 
there were primary amputations. He 
credits the introduction of the plaster cast 
for the propagation of conservative treat- 
ment of wounds in war practice. 

A third history-making accomplishment 
of Pirogov’s was his initiatior. of the prac- 
tice of civilian aid and nursing by women 
during war. His system of civilian aid and 
nursing also included the establishment of 
depots of materials and the enrollment of 
civilian physicians into his organization. 
Long before the idea had been conceived 
of anywhere else, he had organized and 
built up this institution. N. A. Veliaminov 
convincingly proved in his article about 
civilian aid in war that only after Piro- 
gov’s initiative had paved the way did 
Europe call the same organization into 
being. According to this author, Jean 
Henry Dunant admitted that Pirogov was 
largely responsible for his visit to the 
battlefields, an incident which eventually 
inspired his immortal work, the founda- 
tion of the International Red Cross. Flor- 
ence Nightingale is generally given pri- 
ority for this idea, but the fact is that she 
arrived in the Crimea in November 1854, 
after Pirogov’s organization was already 
firmly established. Yet, in his honesty, he 
did full justice to Florence Nightingale’s 
merits. He admitted that her work met 
with greater success than his own, because 
Russia’s public opinion did not support 
his efforts as wholeheartedly as England’s 
assisted Florence Nightingale’s. 

Almost all of the medical works of Piro- 
gov depict his persistent struggle with a 
problem that haunted him throughout his 
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life, wound infection. Already, during the 
forties of the last century, he was aware 
“that the contagiousness of the pus mi- 
asma is proved by its spread through 
clothing and hands of the physician.” His 
concept of the causes and the infectious- 
ness of diseases due to wounds became 
more concrete during the following years. 
In 1852, long before Ferdinand Cohn made 
his first morphologic classification of bac- 
teria (1870-1875) and Robert Koch pub- 
lished his ground-breaking work on the 
etiology of surgical infections (1878), 
Pirogov had a notion of the cause of 
wound infection that corresponded closely 
with the conclusions obtained by the great 
German bacteriologists. How close he 
came to the right answer is illustrated by 
some of Pirogov’s statements: “Certainly, 
the time is not far away when surgery, 
through exact research concerning the 
conditions of infection and intoxication, 
will take a new turn.” .. . “The cause of 
infection is something organic, something 
able to multiply and renew itself. ... I 
have arrived at the conviction that these 
infectious matters are of a more fixed na- 
ture than generally believed. That, there- 
fore, they are spread more frequently 
through beds, dressing material and hands 
than through the air.” 

Is it not amazing that even Lister con- 
sidered infection by air so dangerous that 
he sprayed the air with carbolic acid dur- 
ing operations? This method, which some- 
times had serious side effects on both pa- 
tients and surgeons, was not abolished 
until Mikulicz proved it useless. 

The practical conclusions Pirogov de- 
rived from his ingenious ideas were revo- 
lutionary for his time. He energetically 
and consistently demanded strict separa- 
tion of personnel, instruments and dress- 
ing material between infected and non- 
infected wards. Used dressings were to be 
removed from the sickroom without delay 
and burned. Infected patients and their 
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beds had to be isolated, and were not to be 
returned to the clean ward too soon after 
their wounds had cleaned up. Physicians 
on duty in the isolation ward were to clean 
their hands conscientiously. 

It is obvious that Pirogov foresaw the 
importance of preventive medicine when 
he established the prophetic axiom: “The 
future belongs to preventive medicine”... 
“The future of public health depends less 
on the art of the physician than on state 
and economic administration. Only with 
the help of sensible policies of state, econ- 
omy and culture can medicine achieve de- 
crease and even elimination of epidemics 
(Volkskrankheiten). And only through 
this kind of policy can extension of man’s 
life span be attained.” 

Like the biblical leader of his people 
who saw the promised land from atop the 
mountain but was prevented from taking 
possession of it himself, so Pirogov stood 
on the threshold of modern medicine and 
surgery, unable to take the last step for- 
ward. Long before Lister he had dreamed 
of “the ideal surgery, which would be, 
where nosocomial pyemia or nosocomial 
gangrene would exist no more.” But when 
this ideal was near fulfillment, he was un- 
able to appreciate the full value of Lister’s 
revolutionizing innovation. “I am too old 
for that—and yet, I believe that Lister has 
taken a decisive step forward.” This pa- 
thetic confession from the old Pirogov 
makes him a tragic figure in our eyes. At 
the moment when the darkness of a ques- 
tion that had haunted him all his life was 
being dispelled, he was unable to enjoy 
this progress in its fullest measure. 

In spite of all Pirogov’s great scientific 
achievements and his unremitting strug- 
gle for progress, we should not forget 
that he was an eminent practical surgeon, 
a man of extraordinary technical skill and 
ideas. In 1840 he published a monograph, 
“Tenotomy of the Achilles tendon, an op- 
erative-orthopedic remedy (Die Durch- 
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schneidung der Achillessehne als operativ- 
orthopaedisches Heilmittel).” He was not 
completely original here, for the operation 
itself had been performed first by Delpech 
in 1816. Pirogov’s hypothetic definition 
and explanation of the healing process of 
tendon wounds was, however, confirmed 
by Bier many decades afterward on the 
basis of exact histologic research. 

The operation, which, up to the present, 
has borne his name, inaugurated a new 
principle in the performance of amputa- 
tions. The new and basic idea was that the 
stump of the bone be covered with a flap 
taken from skin accustomed to continuous 
pressure and containing bone connected 
physiologically with the skin. This technic 
was the forerunner of later osteoplastic 
procedures dealing with construction of 
pressure-resistant amputation stumps 
(Gritti, Bier). Pirogov’s original opera- 
tion, either in its first form or in some 
later, modified form, had been used for 
many decades since its publication in 1854. 
It has been supplanted today, however, by 
the technic of low amputation of the lower 
part of the leg, owing to the great strides 
that have been made in the technic of 
prosthetic construction. 

Pirogov surely may be remembered in 
medical history as the originator of the 
plastic amputation of the foot, but there 
are not many who know that he was one of 
the greatest war surgeons of all time, an 
outstanding anatomist and a reformer of 
procedures in both medical training and 
general education in his country. His en- 
deavor to put the training of medical stu- 
dents in Russia on an equal footing with 
that of students in Western Europe began 
when he, just thirty years old, was ap- 
pointed Professor of Surgery at the 
Medico-Surgical Academy at Petersburg. 
As a member of the medical committee of 
the Ministry of Education, he succeeded 
in effecting a thorough revision of the reg- 
ulations for the licensing examination, 
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His suggestion that lectures and examina- 
tions, by means of demonstrations, be held 
in anatomy, therapy and surgery was 
adopted unanimously. His specification, 
upon accepting the call to the surgical 
chair at St. Petersburg, that his teaching 
should be connected with a hospital for 
surgery and therapy, set the precedent for 
a practice that was later carried out in all 
Russian universities. 

In 1856, when he had reached the sum- 
mit of his fame as teacher, scientist and 
surgeon, he suddenly withdrew from his 
official position. He never gave his reasons 
for this unexpected resignation. A stern 
self-critic, he may have made this decision 
because of his failure in the relentless 
struggle against wound infection. Not 
long before he had said: “If I look around 
on the cemetery where those rest who per- 
ished of wound infection, I don’t know 
what amazes me more: the stoicism of the 
surgeons, who again and again devise new 
operations, or the confidence which hos- 
pitals still enjoy with government and 
society.” 

Though several authors accept the 
aforementioned explanation, I do not think 
it fully convincing. A personality so vig- 
orous and even stubborn would not have 
capitulated in the fight for a cause he con- 
sidered one of his foremost tasks. Besides, 
he was, at the age of 46, still at the peak 
of his creative power. It is more likely 
that his liberal views, as well as his un- 
yielding struggle to uphold everything 
he considered right and oppose all that 
seemed to him wrong, were the reasons 
for his early resignation. His fearless ex- 
posure of corruption in all branches of 
administration and his manly defense of 
truth, which did not falter even before the 
Emperor, had aroused enmity toward him 
in official circles. 


After his resignation in 1856, Pirogov’ 


published an essay, “Problems of Life,” 
in Morskoi Sbornik, a Marine Journal. It 
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enjoyed great popularity with the public. 
The views of education that he expressed 
in this essay may be deducted from the 
statement: “The highest place in our so- 
ciety next to religion is due to pedagogy.” 
Thereupon, the Minister of Education 
offered him the position of Curator of 
Education for the Odessa district, which 
Pirogov accepted. From here he was 
transferred to Kiew after two successful 
years in Odessa. How seriously he dis- 
charged his duties while in this office is 
reported by Razumowski and Halperin. 
“He visited the obscure towns and villages, 
not infrequently sleeping on the floor, and 
discussed with the local teachers their 
problems.” But as his liberal views did not 
correspond with those of his superiors, he 
withdrew from his office in 1861. An eye- 
witness reported that his pupils bade him 
farewell with expressions of deepest grat- 
itude. The address of a young student 
who had just finished grammar school was 
as moving as that of the delegate from the 
Jewish schools, the moral level of which 
Pirogov had raised. The latter concluded 
his speech with a hurrah for the “most 
perfect representative of humanity.” 

In his diary, Pirogov frequently empha- 
sizes his patriotism and love for Russia 
and its people. He never considered his 
country responsible for the wrongs done 
him by its officials. Hence, when his fath- 
erland called on him again a year after 
his resignation, he did not hesitate to 
serve, as his experience was needed. Ap- 
pointed director of the same institution 
where, at the age of seventeen, he had 
begun his training for a teaching career, 
he had to leave Russia for four years. He 
traveled in Western Europe, supervising 
the scientific training of the young acade- 
micians. After he returned to Russia, the 
Minister of Education, who held Pirogov 
in high esteem, entrusted him with the 
supervision of all the universities, espe- 
cially the medical faculties. An attempt 
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to assassinate Emperor Alexander II 
brought about, however, a strongly reac- 
tionary course in Russia’s internal policy. 

For a man like Pirogov, who had out- 
spokenly liberal views, there was no place 
in the new regime. He was dismissed with- 
out pension in 1867. He retired to his 
farm in Podolia and led the life of a sim- 
ple country doctor and a farmer. It was 
typical of the man whose profession meant 
more to him than a source of money that, 
as in Petersburg, he never charged his 
patients anything. He admitted that he 
took whatever they gave him. As he did 
thoroughly everything he undertook, he 
became an efficient farmer. In his diary 
many entries concerning the condition of 
his fields, the weather and the state of the 
winter crop can be found. 

His quiet, almost contemplative life was 
suddenly disturbed when, in 1870, he was 
requested by the Empress to visit the 
German-French war theater for the pur- 
pose of gathering information concerning 
how far civilian aid might be applicable 
in Russia. Pirogov was at that time sixty 
years old. Within five weeks, he had in- 
spected seventy military hospitals. In his 
very elaborate report, he stated with satis- 
faction that the distribution of battle cas- 
ualties first employed and developed by 
him during the Crimean war had been 
generally adopted. But his basic precepts 
favoring conservative wound treatment 
were not yet observed. He inferred this 
from the large number of extracted bullets 
that were shown him in field ambulances 
and from observing that a great number 
of wounded soldiers were being trans- 
ported to distant hospitals without having 
had their wounds dressed. “The beneficial 
influence of private and international aid 
did not appear in this war before the 
wounded had reached a hospital or a pri- 
vate train. Until then his fate was in no 
way better than in former wars.” An im- 
portant result of his visit to the war thea- 
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ter was that he extended and expanded 
his former rules of medico-military ad- 
ministration, which, in later years, were 
generally applied and followed. 

In 1877, during the Russo-Turkish War, 
Pirogov once again, and now for the last 
time in his life, was called out of his well- 
deserved retirement. The Red Cross com- 
missioned him with the inspection of the 
sanitary administration and civilian aid at 
the theater of operations in Bulgaria and 
behind the lines. It must have given him 
deep satisfaction to see excellent young 
surgeons, such as von Bergmann, bring 
into reality the ideas he had worked for 
incessantly throughout his life. The re- 
port of his experiences in this war, cover- 
ing 582 printed pages, evaluates in detail 
the strides that had been made in war sur- 
gery since the Crimean War. It was his 
last scientific publication. With his typical 
thoroughness, he discusses at length every 
aspect of medico-military matters. A large 
part of the book deals with Lister’s method 
and its advantages, acknowledging with- 
out rancor the great changes brought 
about by the English surgeon’s genius. 

In 1879, Pirogov began writing his 
“Problems of Life; Diary of an Old Phy- 
sician,” but he never finished it. A malig- 
nant growth in his mouth ended his life 
on Nov. 21, 1881. During his last months, 
while excruciating pain tortured him, he 
completed the first part of the book, which 
dealt with his views on life and the world 
in the broadest sense. Though he had 
never in his life accepted defeat when 
challenged, death forced him to give up 
his struggle before he could bring his 
memoirs to a close. They remained incom- 
plete, ending with the exclamation: 
“Faster, oh faster! Too bad, too bad, I 
will not be able to describe one half of my 
life in Petersburg.” The lines following 
these in the manuscript are illegible. 

This, his very last literary work, is 
much more than a mere fragment. It re- 
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veals to us that, aside from his scientific 
achievements, Pirogov was a great thinker, 
a man of wide knowledge and yet, a hum- 
ble being. On general science, education, 
philosophy, physics, the phenomena of 
nature and even theology he states his 
views. Many of his opinions may be out- 
dated today, but one fact is certain: the 
book reflects the true image of a person- 
ality always and exclusively inspired by 
the highest ethical principles. The septa- 
genarian appears here as a man of out- 
spoken religious convictions. His religious 
belief, stated at great length, is summar- 
ized with these thoughts: “From my view 
of life I deduct, that I consider the exist- 
ence of a highest reason and, therefore, 
of a creative will a mandatory demand of 
my own reason. Even if I should want to 
negate the existence of God, I could not 
do so without losing my mental faculties. 
... Now I have become a sincere believer, 
without having lost in any way my scien- 
tific convictions obtained by thinking and 
experience.” 

As has been mentioned, love of truth 
motivated Pirogov’s activities throughout 
his life. It is certainly no exaggeration to 
say that he always was an ardent seeker 
and defender of truth. It was this basic 
feature of his character that often put 
him into opposition to the administration 
as well as to his colleagues. His motto, 
“Sein, aber nicht scheinen wollen (try to 
be, but not to seem),” sprang from the 
same source as did his uncompromising 
scientific integrity and his profound moral 
and human sense of duty. From the be- 
ginning of his scientific and teaching ca- 
reer, he was an unbiased and severe critic 
of himself and his work. He candidly ad- 
mitted during his early years at Dorpat 
that he was well aware of his shortcom- 
ings when he became professor of surgery. 
His principle was that “whoever serves 
science has to serve truth,” and he made 
it a rule never to conceal anything from 
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his pupils and to reveal his own mistakes 
openly. He adhered to this rule when he 
published his “Klinische Annalen” during 
his tenure of the surgical chair at the 
University of Dorpat. Even during these 
first years of his teaching career, he did 
not fail to recognize “what amount of re- 
sponsibility he assumes, who through the 
medical diploma has obtained a certain 
power over life and death of another hu- 
man being; the more so, when he has 
taken upon himself the duty to grant this 
power to other people.’ We cannot help 
but admire the greatness of a man who 
did not lock up in his heart these lofty 
thoughts of everlasting value, but made 
them a guiding rule for his actions. In 
our era, when surgical technic, no less 
than physics and chemistry, is reaching 
goals that seemed unattainable not long 
ago, young physicians as well as the teach- 
ers of our art should heed Pirogov’s warn- 
ing and observe the example he gave by 
his deeds. 

The picture of Pirogov which emerges 
from his writings and from the conduct 
of his life mirrors a character of rare hu- 
man greatness. The high regard accorded 
his personality and life’s work by his con- 
temporaries was expressed best by one of 
the greatest surgeons of the closing nine- 
teenth century, Theodore Billroth. When 
the medical world celebrated the fiftieth 
anniversary of Pirogov’s scientific career, 
he received Billroth’s picture from Vienna 
with the following handwritten dedica- 
tion: 

“To the revered Master Nikolai Pi- 
rogov: Truth and lucidity in thinking 
and feeling as in word and deed are 
the steps of the ladder which leads 
men to the abode of the Gods. To 
emulate you, the valiant and reliable 
guide on this not always safe way, 
will always be my most zealous en- 
deavour.—Your sincerest admirer 
and friend, Theodore Billroth” 
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It is rendering a vast service to history to disembarrass it of its conventional 
forms, which tend to change its facts and darken its events. 


It is more easy for ordinary historians to build upon suppositions, and to stitch 


— 


hypotheses together, than to relate simply, and march onwards with the facts in 
their possession; but man, and above all the historian, is full of vanity; he must 
give a fine scope to his imagination, he must interest the reader, even at the 
expense of truth: reputation hangs on this. 


Historians are like the sheep of Panurgus, they copy that which their predecessors 
have written, unless their opinions or their interest are opposed to it, without 
troubling themselves to inquire into reason, or even probabilities. 


To write history one must be more than a man, since the author who holds the 
pen of this great judiciary should be free from all human passions, and from all 
preoccupation of interest, or of vanity. 

—Napoleon 
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Clinical Applications of Bronchology. By 
Dezso Kassay, M.D. New York, Toronto and 
London: McGraw-Hill Book Co., Inc., 1960. 
Pp. 225, with 116 illustrations. 


The content of this book covers a broader 
range than would be inferred from its title. 
The first two chapters deal with the ana- 
tomic and physiologic aspects of the re- 
spiratory system and are presented succinctly 
and with clarity. Included is a discussion 
of pulmonary function tests. The following 
chapter, on roentgenology, correlates the 
first two chapters, showing the anatomic pul- 
monary units and the alterations that occur 
as a consequence of obstruction to their 
passages. The technics of bronchoscopic and 
bronchographic procedures, containing prac- 
tical clinical suggestions with regard to 
preparation and anesthetization, are then 
presented. 

The succeeding chapters deal with dis- 
eases of the respiratory system—pneumonia, 
lung abscess, neoplasm, etc.—and, with the 
exception of foreign bodies, one might ques- 
tion the pertinence of these subjects to the 
topic. In offering these subjects, to show 
the role of the bronchoscope in their diag- 
nosis and treatment, the author exposes 
himself to the criticism of the thoracic 
surgeon, who might question some of. the 
procedures; viz., transthoracic needle biopsy 
as a diagnostic measure for carcinoma, or 
the bronchoscopic treatment of postoperative 
bronchial fistula. 

The book is well illustrated. The bibliog- 
raphy is thoughtfully prepared and contains 
references of unquestioned authority. This 
is a concise, well-expressed work on disease 
of the respiratory tract, with emphasis on 
its bronchoscopic aspect, and is valuable to 
all whose interest is directed toward this 


field. 
S. MACKLER, M.D. 
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Neuroradiology Workshop. Volume I: 
Scalp, Skull and Meninges. By Leo M. 
Davidoff, Harold G. Jacobson and Harry M. 
Zimmerman. New York: Grune & Stratton, 
1961. Pp. 256, with 89 illustrations. 


This, the first volume of a proposed work 
in several volumes, is a happy addition to the 
field of neuroradiology because of its fluid, 
dynamic approach to the subject. The printed 
work arose out of the excellent weekly con- 
ferences held in the Radiology Department of 
the Montefiore Hospital. 

The method of presentation may make the 
material somewhat difficult for the novice 
to assimilate, but will be interesting to those 
familiar with craniocerebral roentgenologic 
problems. 

Chapter 1 is a brief historical review of 
neuroradiology, touching on the important 
developments in this _ field—developments 
that are now often taken as simple and 
obvious facts. Chapter 2 is a brief intro- 
duction to the basic conception of cranio- 
cerebral tumors. Happily, Table 1, which 
presents the incidence of various intra- 
cranial tumors, compares Cushing’s series 
with those of the Montefiore Hospital, 
which, though small (one-tenth the size of 
Cushing’s), yields a more nearly exact inci- 
dence, as judged by observations at most 
neurosurgical centers today, than has here- 
tofore been available. 

The subsequent chapters begin with tu- 
mors of the scalp and skull and associated 
complications, including osteomyelitis, fi- 
brous dysplasia and lipoidosis. The meningio- 
mas (Chapter 4) are introduced by a brief 
but adequate section preceding the case re- 
ports. Reproductions of the roentgenograms 
are mostly well done, showing hyperostosis, 
demineralization, and cranial vascular mark- 
ings, as well as arterial, venous and capillary 
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(“tumor stain’) changes. The angiograms 
and the ventricular deformations caused by 
the meningiomas are well demonstrated. 
Every phase of the roentgen approach to the 
diagnosis of these tumors appears to be ade- 
quately covered. The posterior fossa, the 
gasserian ganglion and other less common 
sites for these tumors are shown and dis- 
cussed in most interesting detail. 

Although the authors did not intend this 
monograph to be encyclopedic, there are 
short reference lists emphasizing prominent 
studies of fundamental and historic interest. 

The type is easily readable and the print- 
ing exceptionally well done. In this re- 
viewer’s opinion, this and the volumes to 
come will be widely used by roentgenologists, 
neurologists and neurosurgeons, if for no 
other reason than the wealth of material 
on differential diagnosis. 


KENNETH H. ABBOTT, M.D. 


Haematology and Blood Groups. Edited by 
D. A. G. Galton and K. L. C. Goldsmith, with 
contributions by 37 British investigators. 
Chicago: The University of Chicago Press, 
1961. Pp. 176, with 20 illustrations. 

This book is composed of a collection of 
clinically oriented papers published in the 
British Medical Bulletin in 1959, dealing 
with blood groups and various types of ane- 
mia on the basis of personal knowledge and 
experience. The list of authors includes the 
names of internationally prominent British 
workers in the fields of hematology and 
genetics, who give the volume authority. 

Twenty-eight papers by 37 authors are 
divided into two integrated sections. The first 
section, “Hematology,” consists of 11 papers 
devoted to discussion of the fundamental 
mechanisms of anemia and _ erythrocytic 
physiology, and 3 papers concerned with 
leukemia and lymphocytes. The second sec- 
tion, “Blood Groups,” is comprised of 14 
articles concerning some facets of hemolytic 
disease in the newborn, the genetic impli- 
cations of blood groups and the behavior and 
distribution of blood group substances. 

The selection of subjects for their prac- 
tical value and continuity and the compre- 
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hensiveness of the authors’ presentations 
make this volume a valuable supplemental 
text, which will update one’s knowledge of 
the important advances in hematologic prac- 
tice achieved during the last decade. The 
book is recommended to the interested stu- 
dent as well as the hematologist. 


W. H. Harty, JR. 


Key and Conwell’s Management of Frac- 
tures, Dislocations, and Sprains. By H. Earle 
Conwell and Fred C. Reynolds. St. Louis: 
The C. V. Mosby Company, 1961. 7th ed. 

The first edition of Key and Conwell was 
published in 1934. Almost from the day it 
came off the press it met with popularity 
and general acceptance on the part of ortho- 
pedic surgeons and others who treat frac- 
tures, dislocations and sprains. The succeed- 
ing editions have been equally well received 
by the medical and surgical profession. Dr. 
Fred C. Reynolds, whose name appears as a 
co-editor of the seventh edition, was asso- 
ciated with the former senior editor, Dr. J. 
Albert Key, and he is also Dr. Key’s suc- 
cessor as professor of orthopedic surgery at 
Washington University School of Medicine. 

This revision does not include any changes 
in the basic approach to the conservative 
management of fractures, dislocations and 
sprains. As the authors have stated in the 
preface, a careful reconsideration was in- 
volved, and there is some revision of ma- 
terial in almost all parts of the book. Sec- 
tions that were repetitious have been deleted, 
and methods of treatment now considered 
obsolete have been eliminated. For the first 
time the authors have included a discussion 
of the use of the intramedullary nail in the 
treatment of fractures of the long bones, and 
also the use of hip prostheses. 

The chapter previously written by Dr. 
Arthur H. Stein Jr., “Injuries of the Hand,” 
has been revised by Dr. Stein for this. new 
edition. 

A new section, dealing with the selection 
and principles of anesthesia for patients 
with injuries to the extremities has been 
added to Chapter 3, which deals with the 
principles of fracture treatment. This sec- 
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tion on anesthesia was written by Dr. Robert 
B. Dodd, professor of anesthesiology at the 
Washington University School of Medicine. 

This is a reference book that can still be 
used as a textbook for advanced students 
or residents in orthopedic surgery, but its 
greatest value is its excellence as a reference 
book for more experienced surgeons. There are 
1,129 pages of text and illustrations and 34 
pages of index. The 1,227 illustrations have 
been carefully chosen, and the photography 
and reproduction of the illustrations for this 
textbook are exceptionally clear in all de- 
tails. This is one of the best of the larger 
reference books on fractures published in 
this country or in Europe. 


EDWARD L. COMPERE, M.D. 


A System of Medical Hypnosis. By Ainslee 
Meares. Philadelphia: The W. B. Saunders 
Company, 1960. Pp. 484. 

Dr. Meares has described a system of 
medical hypnosis as he practices it. It is 
really refreshing to read a book that reflects 
the author’s personal clinical experience 
rather than a mere review of the controversial 
and relevant literature. In this unique ap- 
proach the author, a recognized leader in the 
field, uses many case histories to illustrate 
the rationale and technic of hypnosis as util- 
ized within the framework of his eclectic 
approach. 

The book is divided into five sections. In 
the first the author discusses the nature of 
hypnosis, suggestibility and the associated 
phenomena and the current theories of hypno- 
sis. Of considerable interest is his theory that 
hypnosis is “atavistic regression,” i.e., a re- 
turn to primitive or archaic modes of func- 
tioning. 

Part 2 describes in detail the author’s 
technics of hypnotic relaxation, arm levitation 
and other specialized maneuvers. Patient mo- 
tivation, rapport and the utilization of post- 
hypnotic suggestion are given their proper 
emphasis. The induction of hypnosis by direct 
ocular stare, seldom discussed in medical books 
on hypnosis, is a most welcome addition. 

Part 3 is directed to the therapy of psycho- 
somatic and psychoneurotic conditions in 
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adults and children. Here, because of space 
limitations, the case histories are sketchily 
presented; nevertheless the methods of ther- 
apy are clearly defined. The author’s descrip- 
tion of the Yoga or Y state of hypnosis is 
interesting. This area has been neglected in 
the western world. 

Part 4 contains an excellent description 
of numerous hypnoanalytic technics. The 
author’s use of “hypnography” (painting 
under hypnosis) and “hypnoplasty” (sculpture 
created under hypnosis) are novel and in- 
genious. 

The last part briefly covers the more im- 
portant aspects of insomnia, anesthesiology, 
obstetrics and gynecology, obesity, alcoholism 
and the relief of pain. 

Dr. Meares is rightfully concerned with 
the possible and actual moral and ethical 
dangers of hypnosis. As he points out, these 
dangers are neglible if certain precautions 
are followed. 

On the whole, this stimulating book is 
exceptionally well written. It is excellent for 
the beginner in hypnosis as well as for the 
advanced student of the subject; the latter 
will also find many gems on the pages de- 
voted to clinical problems. Because of the 
recent acceptance of hypnosis by the A.M.A., 
there is greater interest in the area today. 
This book is heartily recommended as a 
sine qua non for all physicians and surgeons 
who wish to utilize this important adjunct to 
their therapeutic armamentarium. 


WILLIAM S. KROGER, M.D. 


Strangulation Obstruction. By Isidore 
Cohn. Springfield, Ill.: Charles C Thomas, 
Publisher, 1961. Pp. 272, with 85 illustra- 
tions. 

Dr. Cohn has provided a thorough com- 
pendium of virtually the sum total of pub- 
lished information on the subject of strangu- 
lation obstruction of the intestine. So ex- 
haustive a compilation of the literature on 
this subject would in itself be extremely val- 
uable as a reference to anyone undertaking 
research in this intriguing field. The author’s 
own extensive work in experimental strangu- 
lation obstruction is presented in consider- 
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ably more detail than one ordinarily finds in 
a monograph. This feature will be welcomed 
by those who find it inconvenient to obtain 
the author’s published reprints of experi- 
mental reports, though it may be considered 
redundant by the sophisticated experimen- 
talist. 

As a documentary production, this book 
is a valuable addition to the library of any- 
one interested in the enigma of the cause 
of death in cases of medium-length strangu- 
lation. Although it is not intended to be a 
practical therapeutic guide, it does empha- 
size the importance of antibiotic protection 
in the surgical treatment of the condition. 


HAROLD LAUFMAN, M.D. 


Traumatic Lesions of Peripheral Vessels. 
By Carl W. Hughes and Warner F. Bowers. 
Springfield, Ill.: Charles C Thomas, Pub- 
lisher, 1961. Pp. 207, with 58 illustrations. 


Injuries to the peripheral vascular sys- 
tem are relatively uncommon among traumas 
encountered in civilian practice, but during 
warfare their frequency is of epidemic pro- 
portions. It is during such periods of in- 
creased frequency that rapid progress is 
made in solving the problems involved in 
restoration of blood flow to the part sup- 
plied by the injured vessel. This monograph 
is a practical exposition of the problems en- 
countered in the treatment of vascular in- 
juries and their solutions, with accurate 
descriptions of methods that have proved 
valuable in the hands of the authors. 

The first three chapters provide an en- 
lightening introduction defining the scope of 
the volume, a historical background—the 
long look backward to appreciate what has 
been accomplished up to recent years—and 
the experimental background of methods and 
materials tested for restoring continuity of 
blood flow in a major vessel. 

The fourth chapter covers the present 
clinical status of acute arterial injuries, 
traumatic aneurysms and arteriovenous fis- 
tulas, as well as their management by liga- 
tion, anastomosis and grafting. The value 
of arteriographic study and the indications 
for its use are discussed. 
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Chapters 5, 6 and 7, on acute vascular 
injuries, traumatic arteriovenous fistulas and 
traumatic aneurysms, point out the details 
of specific care for each type of injury listed. 
More than half of the monograph is devoted 
to detailed accounts of arterial and venous 
injuries with regard to cause, diagnosis, fac- 
tors affecting treatment, preoperative care 
and complications, with illustrations of the 
surgical technic adapted to the condition 
under consideration. 

Chapter 8 concerns surgical approaches 
to the peripheral’ vessels, vertebral, carotid, 
subclavian, axillary, brachial; external iliac, 
common and superficial femoral; popliteal, 
peroneal and tibial arteries. 

The volume is carefully indexed. 

The work is comprehensive in scope, but 
it is compact, with practical material em- 
phasized throughout. The 433 references 
listed in the various chapter bibliographies 
are an aid to further study of any particular 
phase of the subject. 

The authors’ wide experience in the use 
of modern methods and materials in this 
field of surgical endeavor recommend the 
book to the surgeon who may be called upon 
to care for traumatic lesions of peripheral 
vessels. 

MANUEL E. LICHTENSTEIN, M.D. 


Neurovascular Compression Syndromes of 
the Shoulder Girdle. By Louis M. Rosati, and 
Jere W. Lord. New York: Grune & Stratton, 
1961. 

This study afforded the reviewer a con- 
tact with a most formidable endeavor on a 
difficult subject. The title of the book is 
meant to include all situations involving 
compression or angulation of the subclavian 
vessels and the brachial plexus, from the 
thoracic inlet to the midaxilla. 

The subjects dealt with are discussed 
thoroughly. The shoulder girdle is discussed 
at length, with consideration of the various 
joints involved and the muscle action. The 
relation of such important structures to the 
subclavian and brachial plexuses is included. 

A chapter is devoted to etiologic factors, 
and it is amazing to note the number of 
factors listed as giving rise to neurovascular 
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compression syndromes. Symptoms, objective The volume can be recommended to all 

signs and diagnosis are included. The cervi- medical men, especially those in the fields 

cal rib component is treated in a satisfactory of neurology, neurosurgery, orthopedics, ra- 

manner. The cases of 51 patients are sum- diology and vascular surgery. 

marized as to clinical observations, treat- 

ment and results. J. P. CASCINO, M.D. 
Pree ee 


The powerful influence of music on our intellectual faculties, and consequently on 
our health, has long been ascertained, either in raising the energies of the mind, 
or producing despondency and melancholy associations of ideas. Impressed with 
its sublime nature, the ancients gave it a divine origin. Diodorus tells us that it 
was a boon bestowed on mankind after the deluge, and owed its discovery to the 
sound produced by the wind when whistling through the reeds that grew on the 
banks of the Nile. This science became the early study of philosophers and 
physicians. Herophilus explained the alterations of the pulse by the various modes 
and rhythms of music. In the sacred writings we have many instances of its 
influence in producing an aptitude for divine consolation. The derangement of 
Saul yielded to the harp of David, and the hand of the Lord came upon Elisha as 
the minstrel played. In Egypt certain songs were legally ordained in the education 
of youth, to promote virtue and morality. Polybius assures us that music was 
required to soften the manners of the Arcadians, whose climate was heavy and 
impure; while the inhabitants of Cynethe, who neglected this science, were the 
most barbarous in Greece. The medical power of harmonious sounds was also 
fully admitted. We find Pythagoras directing certain mental disorders to be 
treated by music. Thales, called from Crete to Sparta, cured a disastrous pestilence 
by its means. Martinus Capella affirms that fevers were thus removed. Xenocrates 
cured maniacs by melodious sounds, and Asclepiades conquered deafness with a 
trumpet. In modern times it has been related of a deaf lady that she could only 
hear while a drum was beating, and a drummer was kept in the house for the 
purpose of enabling her to converse. Aulus Gellius tells us that a case of sciatica 
was cured by gentle modulations, and Theophrastus maintains that the bites of 
serpents and other venomous reptiles can be relieved by similar means. Ancient 
physicians, who attributed many diseases to the influence of evil spirits, fancied 
that harmonious sounds drove them away, more especially when accompanied by 
incantations; and we find in Luther, “thet music is one of the most beautiful and 
glorious gifts of God, to which Satan is a bitter enemy.” 


—Millingen (circa 1837) 
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Studies on Patients with Arteriosclerotic 
Obliterative Disease of the Femoral Artery. 
Warren, P., John, H. T., Shepherd, R. C., and 
Villavicencio, J. L., Surgery 49:1, 1961. 

In seven years (1953-1959), 202 arterial 
reconstructions for arteriosclerosis were per- 
formed; 101 were for iliofemoral oblitera- 
tions. Methods of reconstruction included 
the use of arterial homografts and venous 
autografts, thromboendarterectomy and plas- 
tic prosthetic repairs. The ultimate fate of 
many of these reconstructions was studied. 

Postoperative arteriographic studies were 
done in 54 of the instances and two or more 
serial examinations, made at least six months 
apart, were possible in 31 of these. Thirteen 
femoropopliteal trees in which obstruction 
was present, but no operation was _ per- 
formed, were studied. These made a total 
of 67 limbs that were arteriographically 
analyzed. Biopsy specimens were procured in 
37 reconstructions from the entire group of 
202 cases. 

The biopsy material revealed four types 
of lesion: (1) mural thrombosis; (2) rapid 
degeneration and calcification; (3) progres- 
sive atheromatosis and (4) aneurysm. The 
six plastic prostheses subjected to biopsy 
were of the Dacron taffeta or the Dacron 
stretch variety. In 1 case, and in only one 
part of the specimen, the formation of living 
pseudointima was observed as late as three 
years after insertion. 

The arteriographic appearance of the re- 
constructed segments indicated four clas- 
sifications: (1) aneurysm, (2) localized con- 
striction, (3) generalized constriction or dila- 
tation and (4) a normal picture. 

Two aneurysms were noted in the suture 
line. One was large and double and was 
reoperated upon; the other was small and 
did not cause closure. Of 3 aneurysms in 
the segment, all in arterial homografts, one 


ruptured and was successfully treated by 
resection and insertion of a new graft. Two 
others, after being watched for three years, 
eventually became thrombosed and caused 
loss of the limb. Biopsy of two of these was 
done. 

Localized constriction was observed in 12 
of 20 suture lines in 10 venous grafts. Four 
of the 10 remained open; the other 6 closed. 
In 7 of 14 arterial homografts localized areas 
of constriction appeared; in most cases these 
were first noted several months after the 
operation. Mural thrombi were presumed 
to be present. 

After thromboendarterectomy, there was 
narrowing of the treated segment in 4 of 14 
cases. This was considered due either to 
narrowing at one of the arteriotomy closures 
or to mural thrombosis. Localized narrowing 
proved later to be the precursors of general- 
ized constriction. 

Narrowing of the plastic prostheses 
(Dacron stretch type in 4 instances and 
Ivalon sponge in 1) was noted in 3 of 5 seg- 
ments studied. Two were local elongations 
and have remained open for over two years. 
The narrowing was possibly due to lack of 
homogeneity in the weave of the fabric. The 
third was due to kinking and led to closure, 
probably owing to buckling of a thickened 
fibrous lining. 

Generalized constriction or dilatation was 
absent in all of the 12 venous autografts 
examined. Of the 14 arterial homografts, 
5 showed generalized abnormalities and 2 
closed within a year, showing severe degen- 
eration. 

Of the 14 thromboendarterectomized seg- 
ments, serial arteriograms were taken of 8. 
Some showed dilatation followed by general- 
ized irregularity and constriction, and in the 
1 case in which these changes did not ap- 
pear, the patient had undergone endarterec- 
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tomy of a localized plaque. The progression 
of this lesion stopped or was greatly re- 
tarded after the first year. Biopsy revealed 
pronounced fibrosis. 

In only 6 of 31 segments analyzed was 
there no pathologic change. 

Investigation of 13 patients with inter- 
mittent claudication who had not undergone 
arterial surgical treatment showed that in 
only 3 of these had no new stenoses or con- 
strictions appeared. In 20 patients operated 
on for arterial reconstruction, new lesions 
appeared above or below the operative area 
in 9. The possibility of embolism from the 
segment must always be borne in mind. 

The authors state their policy of advising 
reconstruction for all patients with rest pain 
or gangrene if there is an adequate artery 
distal to the block. In patients with inter- 
mittent claudication only, operation is post- 
poned until the symptoms worsen. 


MorRIS W. GREENBERG, M.D. 


Portal Hypertension and Biliary Cirrhosis. 


Camishion, R. C., and Ballinger, W. F., Surg. 
Gynec. & Obst. 111:91, 1960. 

It is emphasized that biliary cirrhosis may 
be more common as a cause of portal hyper- 
tension than has been supposed. Biliary 
cirrhosis is classified into two types: that 
due to intrahepatic obstruction and that due 
to extrahepatic obstruction. Examples of the 
former are mucoviscidosis, viral cirrhosis 
and atresia of the intrahepatic bile ducts: 
examples of the latter are intraductal or ex- 
traductal stricture secondary to trauma, neo- 
plasm, congenital disease and calculi. 

The commonest cause of death from biliary 
cirrhosis is hepatocellular failure; the sec- 
ond most common is exsanguination from 
esophageal varices. Biliary cirrhosis without 
extrahepatic obstruction is characterized by 
an insidious onset, the most common symptom 
being pruritis followed by the gradual de- 
velopment of jaundice. Chemically the pic- 
ture is one of biliary obstruction. 

Biliary cirrhosis is a late manifestation of 
many diseases, the common factor being 
obstruction to the flow of the bile in either 
the extrahepatic ductal system or the finer 
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intrahepatic biliary radicles. Biliary stasis 
produces a periportal inflammatory reaction 
with eventual fibrosis, the latter resulting 
in obstruction of the portal venous flow simi- 
lar to that associated with portal or postne- 
crotic cirrhosis. Biliary cirrhosis due to 
extraheptic obstruction is amenable to surgi- 
cal treatment and operation should be per- 
formed at an early stage, before permanent 
changes have occurred within the hepatic 
parenchyma. When permanent changes have 
occurred, portacaval anastomosis should be 
employed, although operation is difficult, ow- 
ing to the adhesions usually present (pre- 
vious cholecystectomy with damage to the bile 
ducts). 

The article contains reports of 7 cases il- 
lustrating the diagnosis and treatment. 


LAWRANCE G. KHEDROO, M.D. 


Malignant Synovioma. Vincent, R. G., Ann. 
Surg. 152:777, 1960. 


After a brief review of the histologic and 
embryologic aspects of synovial membranes, 
the author discusses tumors derivating from 
them and refers to divergent views in this 
area of investigation. 

Twelve cases are reported and the data 
combined with statistics reported by Haagen- 
sen (104 cases) and Pack (60 cases). 

On the basis of this composite information 
certain statistical conclusions are drawn, 
namely, that there is a slight prevalence 
of this tumor in men, that the age group 
predominantly affected is between 20 and 
40; that in about 70 per cent of cases the 
lower extremities are affected, while in 37 
per cent the knee area is involved. 

The tumor is asymptomatic, and consid- 
erable time elapses between the appearance 
of the original symptoms and the final ther- 
apy. The prognosis, by and large, is poor, 
and local resection is usually inadequate. 
Radical resection, including amputation if 
indicated, followed by irradiation, seems to 
offer the greatest hope and was employed 
in the 4 cases of the author in which the 
patients survived between four and eight 
years after the operation. 


ERNST STERNFELD, M.D. 
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The Etiology of Coarctation of the Aorta. 
Campbell, M., and Polani, P. E., Lancet 1: 
468, 1961. 


Coarctation of the aorta is associated with 
additional abnormalities of the aortic arch, 
such as aortic stenosis, persistent ductus 
arteriosus and imperfections of the aortic 
valve. Aneurysms of the cerebral vessels 
and medial degeneration of the aortic wall 
may be regarded as complications. 

A series of 151 patients with coarctation 
of the aorta was studied in order to gauge 
the factors that favor the occurrence of this 
congenital abnormality. Other cardiac mal- 
formations were noted in 8 per cent of the 
total group. Additionally, there were 19 
cases of known cardiac malformation, with 
3 instances of Turner’s syndrome with gon- 
adal dysplasia. 

Certain of the factors studied apparently 
did not influence the predisposition to coarc- 
tation of the aorta. There was no evidence 
of inheritance of the lesion as a recessive 
mendelian character. Neither maternal age 
nor order of birth had any influence, and 
twinning was not statistically important. In 
this series the ratio of male to female pa- 
tients was 1.74:1. 


LAWRENCE G. KHEDROO, M.D. 


Studies on the Bare Sclera Technique of 
Pterygium Operation. De Ocampo, G., and 
Fojas, M. R., Philippine J. Surg. & Surg. 
Specialties 15:327-332, 1960. 

In this study the authors examined the 
healing process of the sclera and its effect 
on the recurrence of pterygia. 

They observed that the bare sclera heals 
first by epithelization from the adjoining 
cornea and conjunctiva over a depressed 
area of fibrous tissue. A primary and sec- 
ondary elevation in the bare area occurs, 
the nature of which is not yet clear. Re- 
currences of pterygia start from the organi- 
zation of vessels in the secondary vascular 
elevation. When this takes place the applica- 


tion of even large doses of Beta rays (5,000 . 


reps in 3 doses) does not retard epitheliza- 
tion. It definitely affects, however, the growth 
of fibrous tissue and vessels. 


The investigators further noted that a 
bare triangular area measuring up to 5 mm. 
on each side heals easily and that it is not 
necessary to cover the bare sclera with buccal 
mucosa, egg membrane, conjunctiva er other 
tissues. The smaller the bare area, the 
shorter the healing time. Methylene blue 
staining, turning in of the conjunctival 
edges and the use of too many sutures re- 
tard and alter the healing process. 

In bare areas exceeding 5 mm. on each 
side, especially after excision of a recurrent 
pterygium, autotransplantation of conjunc- 
tiva is advised. 

L. L. FORCHHEIMER, M.D. 


Surgical Treatment of Duodenal Ulcera- 
tion in Two Hemophiliacs. Handley, D. A., 
Painter, N. S., and Hall, M. R. F., Lancet 
1:482, 1961. 

Two cases are reported to illustrate the 
use of antihemophilic globulin in the pre- 
operative and postoperative surgical care of 
hemophilic patients with gastrointestinal 
bleeding. Porcine antihemophilic globulin, 
in concentrations of 200 units, was admin- 
istered intravenously by means of the car- 
rier employed with physiologic solution of 
sodium chloride. The effect on the blood 
coagulation mechanism was measured by the 
Lee-White clotting time, the prothrombin- 
consumption index, the platelet count and 
the antihemophilic globulin assay method of 
Biggs and Macfarlane. 

The following conclusions are consid- 
ered important: 1. Antihemophilic globulin 
should be administered daily, for eight days 
after the surgical procedure, the size of 
the dose being determined by the rise in 
antihemophilic globulin in the blood. 2. The 
blood level of antihemophilic globulin should 
be kept at 30 per cent. 3. Anaphylactic re- 
action may occur, and suitable skin tests 
must be used for its detection. 4. Should 
antihemophilic globulin action be inade- 
quate, the healing of a surgical wound may 
be safeguarded by giving the patient bovine 
antihemophilic globulin, fresh human blood, 
fresh human plasma or antihemophilic globu- 
lin concentrate. 

LAWRENCE G. KHEDROO, M.D. 
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tomy of a localized plaque. The progression 
of this lesion stopped or was greatly re- 
tarded after the first year. Biopsy revealed 
pronounced fibrosis. 

In only 6 of 31 segments analyzed was 
there no pathologic change. 

Investigation of 13 patients with inter- 
mittent claudication who had not undergone 
arterial surgical treatment showed that in 
only 3 of these had no new stenoses or con- 
strictions appeared. In 20 patients operated 
on for arterial reconstruction, new lesions 
appeared above or below the operative area 
in 9. The possibility of embolism from the 
segment must always be borne in mind. 

The authors state their policy of advising 
reconstruction for all patients with rest pain 
or gangrene if there is an adequate artery 
distal to the block. In patients with inter- 
mittent claudication only, operation is post- 
poned until the symptoms worsen. 


MorRIS W. GREENBERG, M.D. 


Portal Hypertension and Biliary Cirrhosis. 
Camishion, R. C., and Ballinger, W. F., Surg. 
Gynec. & Obst. 111:91, 1960. 

It is emphasized that biliary cirrhosis may 
be more common as a cause of portal hyper- 
tension than has been supposed. Biliary 
cirrhosis is classified into two types: that 
due to intrahepatic obstruction and that due 
to extrahepatic obstruction. Examples of the 
former are mucoviscidosis, viral cirrhosis 
and atresia of the intrahepatic bile ducts: 
examples of the latter are intraductal or ex- 
traductal stricture secondary to trauma, neo- 
plasm, congenital disease and calculi. 

The commonest cause of death from biliary 
cirrhosis is hepatocellular failure; the sec- 
ond most common is exsanguination from 
esophageal varices. Biliary cirrhosis without 
extrahepatic obstruction is characterized by 
an insidious onset, the most common symptom 
being pruritis followed by the gradual de- 
velopment of jaundice. Chemically the pic- 
ture is one of biliary obstruction. 

Biliary cirrhosis is a late manifestation of 
many diseases, the common factor being 
obstruction to the flow of the bile in either 
the extrahepatic ductal system or the finer 
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intrahepatic biliary radicles. Biliary stasis 
produces a periportal inflammatory reaction 
with eventual fibrosis, the latter resulting 
in obstruction of the portal venous flow simi- 
lar to that associated with portal or postne- 
crotic cirrhosis. Biliary cirrhosis due to 
extraheptic obstruction is amenable to surgi- 
cal treatment and operation should be per- 
formed at an early stage, before permanent 
changes have occurred within the hepatic 
parenchyma. When permanent changes have 
occurred, portacaval anastomosis should be 
employed, although operation is difficult, ow- 
ing to the adhesions usually present (pre- 
vious cholecystectomy with damage to the bile 
ducts). 

The article contains reports of 7 cases il- 
lustrating the diagnosis and treatment. 


LAWRANCE G. KHEDROO, M.D. 


Malignant Synovioma. Vincent, R. G., Ann. 
Surg. 152:777, 1960. 

After a brief review of the histologic and 
embryologic aspects of synovial membranes, 
the author discusses tumors derivating from 
them and refers to divergent views in this 
area of investigation. 

Twelve cases are reported and the data 
combined with statistics reported by Haagen- 
sen (104 cases) and Pack (60 cases). 

On the basis of this composite information 
certain statistical conclusions are drawn, 
namely, that there is a slight prevalence 
of this tumor in men, that the age group 
predominantly affected is between 20 and 
40; that in about 70 per cent of cases the 
lower extremities are affected, while in 37 
per cent the knee area is involved. 

The tumor is asymptomatic, and consid- 
erable time elapses between the appearance 
of the original symptoms and the final ther- 
apy. The prognosis, by and large, is poor, 
and local resection is usually inadequate. 
Radical resection, including amputation if 
indicated, followed by irradiation, seems to 
offer the greatest hope and was employed 
in the 4 cases of the author in which the 
patients survived between four and eight 
years after the operation. 


ERNST STERNFELD, M.D. 
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The Etiology of Coarctation of the Aorta. 
Campbell, M., and Polani, P. E., Lancet 1: 
463, 1961. 

Coarctation of the aorta is associated with 
additional abnormalities of the aortic arch, 
such as aortic stenosis, persistent ductus 
arteriosus and imperfections of the aortic 
valve. Aneurysms of the cerebral vessels 
and medial degeneration of the aortic wall 
may be regarded as complications. 

A series of 151 patients with coarctation 
of the aorta was studied in order to gauge 
the factors that favor the occurrence of this 
congenital abnormality. Other cardiac mal- 
formations were noted in 8 per cent of the 
total group. Additionally, there were 19 
cases of known cardiac malformation, with 
3 instances of Turner’s syndrome with gon- 
adal dysplasia. 

Certain of the factors studied apparently 
did not influence the predisposition to coarc- 
tation of the aorta. There was no evidence 
of inheritance of the lesion as a recessive 
mendelian character. Neither maternal age 
nor order of birth had any influence, and 
twinning was not statistically important. In 
this series the ratio of male to female pa- 
tients was 1.74:1. 


LAWRENCE G. KHEDROO, M.D. 


Studies on the Bare Sclera Technique of 
Pterygium Operation: De Ocampo, G., and 
Fojas, M. R., Philippine J. Surg. & Surg. 
Specialties 15:327-332, 1960. 

In this study the authors examined the 
healing process of the sclera and its effect 
on the recurrence of pterygia. 

They observed that the bare sclera heals 
first by epithelization from the adjoining 
cornea and conjunctiva over a depressed 
area of fibrous tissue. A primary and sec- 
ondary elevation in the bare area occurs, 
the nature of which is not yet clear. Re- 
currences of pterygia start from the organi- 
zation of vessels in the secondary vascular 
elevation. When this takes place the applica- 
tion of even large doses of Beta rays (5,000 
reps in 3 doses) does not retard epitheliza- 
tion. It definitely affects, however, the growth 
of fibrous tissue and vessels. 


ABSTRACTS 


The investigators further noted that a 
bare triangular area measuring up to 5 mm. 
on each side heals easily and that it is not 
necessary to cover the bare sclera with buccal 
mucosa, egg membrane, conjunctiva er other 
tissues. The smaller the bare area, the 
shorter the healing time. Methylene blue 
staining, turning in of the conjunctival 
edges and the use of too many sutures re- 
tard and alter the healing process. 

In bare areas exceeding 5 mm. on each 
side, especially after excision of a recurrent 
pterygium, autotransplantation of conjunc- 
tiva is advised. 

L. L. FORCHHEIMER, M.D. 


Surgical Treatment of Duodenal Ulcera- 
tion in Two Hemophiliacs. Handley, D. A., 
Painter, N. S., and Hall, M. R. F., Lancet 
1:482, 1961. 

Two cases are reported to illustrate the 
use of antihemophilic globulin in the pre- 
operative and postoperative surgical care of 
hemophilic patients with gastrointestinal 
bleeding. Porcine antihemophilic globulin, 
in concentrations of 200 units, was admin- 
istered intravenously by means of the car- 
rier employed with physiologic solution of 
sodium chloride. The effect on the blood 
coagulation mechanism was measured by the 
Lee-White clotting time, the prothrombin- 
consumption index, the platelet count and 
the antihemophilic globulin assay method of 
Biggs and Macfarlane. 

The following conclusions are consid- 
ered important: 1. Antihemophilic globulin 
should be administered daily, for eight days 
after the surgical procedure, the size of 
the dose being determined by the rise in 
antihemophilic globulin in the blood. 2. The 
blood level of antihemophilic globulin should 
be kept at 30 per cent. 3. Anaphylactic re- 
action may occur, and suitable skin tests 
must be used for its detection. 4. Should 
antihemophilic globulin action be inade- 
quate, the healing of a surgical wound may 
be safeguarded by giving the patient bovine 
antihemophilic globulin, fresh human blood, 
fresh human plasma or antihemophilic globu- 
lin concentrate. 

LAWRENCE G. KHEDROO, M.D. 




















IMPORTANT ANNOUNCEMENT 


Contributors of scientific articles for publication in The Journal of the 
International College of Surgeons from Europe, the Near East and the 
Middle East should send their articles to: 








European Office of the 
International College of Surgeons 
6-8 Rue de la Confederation 
Geneva, Switzerland 


A special committee has been appointed to evaluate the papers submitted 
for publication. The Journal publishes summaries in English, French, 
German, Spanish, Italian and Portuguese. Summaries of articles should 
be included in as many of these languages as possible. 


AVIS IMPORTANT 


Les auteurs d’articles scientifiques destinés 4 étre publiés dans le Journal 
du Collége international de chirurgiens sont priés d’adresser leurs articles 
a Padresse suivante pour l’Europe, le Proche et le Moyen Orient. 





Bureau Européen du 
Collége international de chirurgiens 
6-8 rue de la Confédération 
Genéve (Suisse) 
Un comité a été nommé pour lexamen des articles 4 paraitre. Les 
auteurs sont priés de joindre 4 leur travail de brefs résumés en frangais, 
anglais, allemand, espagnol, italien et portugais si possible. 
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THE MID-ATLANTIC REGION MEETING 


UNITED STATES SECTION 


INTERNATIONAL COLLEGE OF SURGEONS 


TRAYMORE HOTEL 


AIR SERVICE 

Air service from most 
points to Atlantic City is 
via the Philadelphia In- 
ternational Airport. Serv- 
iced 24 hours daily by 10 
leading air lines—United, 
Eastern, National, North- 
east, Capital, Delta, 
American, TWA, Alle- 
gheny, and Pan American 
Airways .. . Limousine 
service direct to TRAY- 
MORE or any other At- 
lantic City Hotel in about 
75 minutes. Service oper- 
ates four times daily. Fare 
$5.00 from Philadelphia 
Airport to Atlantic City. 
Same service on return 
trip. 




















MOTORING TO ATLANTIC CITY 


ATLANTIC CITY, N. J. 
October 12-14, incl. 1961 


TRAIN SERVICE 


Train service by connec- 
tion with the Pennsyl- 
vania-Reading Seashore 
Lines at 30th Street or 
North Broad Street sta- 
tions of the Pennsylvania 
Railroad in Philadelphia. 
Four trains operate daily 
in each direction, three 
on weekends. 


BUS SERVICE 
Excellent bus schedules 
prevail for short dis- 
tances. More than 40 
daily buses, many of 
which are non-stop ex- 
presses, reach Atlantic 
City in 2% hours from 
the Port of New York 
Authority Bus Terminal 
in New York City. 


From the west the turnpike systems from Chicago east to Philadelphia, then Philadelphia’s Schuy- 
kill Expressway to the Walt Whitman Bridge, will lead to Atlantic City without stopping for a 
traffic light. From New York state, similar highway convenience is afforded by the New York 
Throughway, connecting to the Garden State Parkway. Motorists from the south highway 40, 


out of Washington. 


STATES AND REGENTS COMPRISING THE MID-ATLANTIC REGION 


NEW JERSEY 


Ear J. HALLIGAN, M.D., F.A.CS., F.1.C.S. 
254 Montgomery Street, Jersey City 


PENNSYLVANIA 


CHARLES J. BARONE, M.D., F.A.CS., F.I.C.S. 
3347 Forbes Street, Pittsburgh 


DELAWARE 


RAYMOND ADDISON LYNCH, M.D., F.I.C.S. 
619 Delaware Avenue, Wilmington 


Dr. Davip B. ALLMAN 
Atlantic City, N. J. 


WEST VIRGINIA 
Wo. C. D. McCuskKEy, M.D., F.A.C.S., F.I.C.S. 
60 Fourteenth Street, Wheeling 


FOR THE MEETING 


Dr. Eart J. HALLIGAN 
Jersey City, N. J. 


EpGAR FRANK BERMAN, M_.D., F.A.CS., F.1.C.S. 
701 Cathedral Street, Baltimore 


ELBYRNE GRADY GILL, M.D., F.A.C.S., F.1.C.S. 
P.O. Box 1789, Roanoke 


Dr. Harry SuBIN 


Atlantic City, N. J. 


For information, write to Secretary, United States Section, 


International College of Surgeons, 1516 Lake Shore Drive, Chicago 10, Iil. 





